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It is startling that the diagnosis of a disease on which 
so much professional effort and interest has been focused 
is suspected far more frequently than it is definitely made. 
A final diagnosis, even in the presence of typical clinical 
features, must depend on demonstration of the virus, 
either by animal inoculation or tissue culture techniques, 
as well as on changes in antibody titers between the acute 
and convalescent phases. Nevertheless, the diagnosis of 
poliomyelitis can be presumed with some confidence on 
purely clinical grounds as can the diagnosis of other 
viral diseases, such as measles or mumps, which is also 
most difficult to substantiate. In epidemics the suggestive 
spinal fluid findings and the typical spotty lower motor 
neuron type of paralysis may often justify an unequivocal 
clinical diagnosis. At times of high poliomyelitis inci- 
dence, however, the diagnosis of any vague febrile illness 
offers difficulties comparable to those of uncomplicated 
chickenpox if there is no skin rash. When it is realized 
that many abortive and nonparalytic cases occur, it 
should also be realized that persons with these mild forms 
of the disease may be just as important in spreading 
poliomyelitis as the less fortunate patients with obvious 
paralytic involvement. 

In the following discussion, differential diagnosis will 
be considered under four headings, namely, cerebro- 
spinal fluid changes, diseases exclusive of poliomyelitis 
that are associated with paralysis, virus and other infec- 
tions of the central nervous system, and simulated illness 
caused by fear. 






















CLINICAL FEATURES 

The diagnosis of paralytic poliomyelitis is usually sus- 
pected before a physician is called, and typical clinical 
features often allow quick confirmation. Paralysis is flac- 
cid, with patchy asymmetric involvement of muscle 
groups relatable to segmental spinal innervation, and the 
deep and superficial reflexes are depressed or absent. 
Nuchal rigidity as well as signs such as resistance to 
straight-leg raising and the tripod sign when the patient 
attempts to sit erect are present in variable degree. Pain- 
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ful spasm in uninvolved muscle groups may be extremely 
disturbing. Occasionally, when paralysis is extensive, 
segmental spinal innervation is not recognizable. In this 
circumstance, associated clinical findings, such as intact 
cutaneous sensibilities, persistence of some muscle func- 
tion in the fingers and toes, absence of increased intra- 
cranial pressure, and the general characteristics of the 
clinical illness, furnish a basis for the best possible judg- 


ment. 
CEREBROSPINAL FLUID CHANGES 


While routine lumbar puncture is certainly not always 
necessary or even desirable in an otherwise typical case, 
any real doubt as to diagnosis justifies its performance. 
If the disease is poliomyelitis, cerebrospinal fluid changes 
can usually be expected; but during the first two or three 
days of the clinical course, whether paralysis develops 
subsequently or not, examination may reveal normal 
findings in a small percentage of patients. After clinical 
diagnosis is reasonably established, little or no prognostic 
or therapeutic advantage is realized by study of the cere- 
brospinal fluid, and an acutely ill patient may be exposed 
to unnecessary manipulation, discomfort, and emotional 
distress. Typically, blood cell counts vary from 10 to 200 
per cubic millimeter but may go as high as 1,000 to 
1,200 per cubic millimeter.‘ Protein values are highest 
by the sixth week * and are most elevated in patients 
with paralysis.* Important in differentiating poliomyelitis 
from bacterial meningitis are the facts that the sugar in 
the spinal fluid remains normal and that intraspinal pres- 
sures are not so greatly increased. Probably lumbar 
puncture is most helpful in diagnosing nonparalytic forms 
of the disease. In order to institute appropriate supportive 
regimens of rest and medical supervision and to formu- 
late an accurate epidemiological picture, detection of such 
cases has become increasingly important. 


CONDITIONS CAUSING CONFUSION 


What are some of the conditions with which paralytic 
poliomyelitis may be confused? As Wilson * points out, 
the first decision is whether true paralysis or merely 
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pseudoparalysis is present. Particularly in children, a rea- 
son for splinting a painful part may be difficult to dis- 
cover; osteomyelitis, trauma, scurvy, and syphilitic osteo- 
chondritis are possible explanations. If osteomyelitis is 
the cause, the white blood cell count is usually elevated, 
with predominance of polymorphonuclear cells. Roent- 
gen examination, though frequently uninformative early 
in the clinical course, is often useful for later comparisons 
and may show periosteal elevation and osteosclerotic 
lesions. Typical cerebrospinal fluid changes of polio- 
myelitis are not present, normal deep reflexes are usually 
demonstrable, and, although some meningismus may be 
present, true nuchal rigidity is not found. Finally, re- 
peated blood cultures should yield the causative bacteria. 

Trauma without infection can be a confusing cause of 
apparent paralysis. Here again, normal reflexes, absence 
of other signs of illness, a history of injury, and local 
manifestations, such as swelling and tenderness, are usu- 
ally adequate to confirm the correct diagnosis. 

Infrequently in very young patients the pseudoparal- 
ysis of scurvy or of syphilitic osteochondritis must be ex- 
cluded. Having considered either possibility, however, a 
dietary history, roentgen examination, and serologic tests 
for syphilis serve to resolve diagnostic doubts. 

The differentiation of rheumatic fever from poliomye- 
litis has not been a problem in my experience, but both 
the splinting of a painful rheumatic joint and the unwill- 
ingness of a child with chorea to exhibit his difficulty 
have been cited as causing confusion. Either can be 
excluded by careful physical examination. 

Among the numerous causes of peripheral neuritis are 
lead poisoning, diphtheria, thiamine deficiency, ingestion 
of some of the newer insecticides,> and even botulism. 
Only the first two will be discussed. Polyneuritis result- 
ing from lead intoxication is relatively infrequent in chil- 
dren but is commoner in adults. After an insidious onset 
in young patients, the signs of acute poisoning resulting 
from an extreme degree of intracellular edema’ in the 
central nervous system may be so spectacular that the 
child is brought to medical attention promptly and not 
only is given treatment but is removed from further ex- 
posure to lead. Evidences of increased intracranial pres- 
sure are striking, and frequent, if not continuous, convul- 
sive episodes may precede the appearance of deep coma. 
In chronic lead poisoning, weakness, or paralysis, first 
appears in muscle groups that are most used, such as 
dorsiflexors of the foot, and typical peripheral neuritis 
develops in a symmetrical and generalized distribution. 
A history of exposure together with basophilic stippling 
of erythrocytes in the peripheral blood, measurement of 
lead excretion in the urine and its level in the blood, and 
extremely dense epiphyseal lines on roentgen films es- 
tablished a diagnosis. 

Peripheral neuritis following diphtheria is an important 
though relatively infrequent problem. Its obvious asso- 
ciation with preceding diphtheria may be obscured by ap- 
pearance of the complication three to six weeks after the 
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acute illness. Bulbar signs entirely similar to those , 
poliomyelitis generally appear first. Palsies of the Ott 
10th, and 12th cranial nerves are frequent. Head droy 
also a frequent finding in poliomyelitis, is characterigy 
cally present. If, however, the Schick test is positive an, 
in addition, ocular paralyses develop, diphtheria js ; 
be strongly suspected. Frequently ptosis appears, ap, 
accommodation is lost. Skeletal paralysis appears |a; 
and is widespread and bilateral, and deep reflexes a 
absent. Paralyses persist for varying periods of weeks 
even months, and quite typically recovery takes place 
reverse order, the last muscles to become involved ay 
the first to recover.® Pain, which can be such a distressip 
feature in poliomyelitis, is not prominent in pos 
diphtheria paralysis. Although protein is usually jp 
creased, there is no remarkable pleocytosis of th 
cerebrospinal fluid. Complete recovery can be assured 
all survivors. 
VIRUS INFECTIONS 


Acute infectious neuronitis, or Guillian-Barré syp. 
drome, is uncommon and poorly understood. It has even 
been described following diphtheria.’ As defined, it js 
an ascending type of symmetric paralysis associated with 
an increase in protein content of the cerebrospinal fluid, 
but without parallel increase in cells. Paraesthesias and 
areas of anesthesia are usually present. Paralytic involve. 
ment most commonly affects the proximal portions of 
the extremities, and bulbar signs are late to appear. In 
its classic form, the syndrome is not difficult to recognize, 
the albuminocytological dissociation furnishing an ob- 
vious clue. A greater frequency in winter than in summer 
months may also be helpful in diagnosis. The fact that 
acute neuronitis often begins a few days after an upper 
respiratory infection might remind one of the so-called 
biphasic course that is seen in approximately one-third 
of all cases of poliomyelitis. Actually, coryza, cough, and 
nasal obstruction are not prodromal symptoms of polio- 
myelitis, and their occurrence at the beginning of an ill- 
ness may even suggest consideration of other diagnostic 
possibilities. 

Acute neuronitis, not conforming in important re- 
spects to the Guillian-Barré syndrome, is sometimes 
encountered and is virtually impossible to diagnose when 
poliomyelitis is also present in a community. To com- 
plicate the issue further, recurrent bouts of neuronitis 
have been reported. As an example, one physician’s wife 
had three such paralytic attacks in a period of as many 
years with complete recovery from each. 

Choriomeningitis, mumps meningoencephalitis, Cox- 
sackie virus disease, and some mild cases of arthropod- 
borne virus encephalitis may be more difficult if not 
impossible to differentiate from poliomyelitis. In general, 
the cerebrospinal fluid blood cell counts are higher in the 
case of both mumps and choriomeningitis. The latter 
disease, typically of sporadic occurrence, begins with 
grippal illness and can only be suspected clinically. 
Mumps meningoencephalitis is far more frequent and 
may be either epidemic or endemic. The fact that many 
patients with typical mumps parotitis have an increase 
in blood cells in the spinal fluid and the further fact that 
meningoencephalitis can occur in the absence of parotid 
involvement deserve emphasis. Paralyses are infrequen! 
in arthropod-borne viral encephalitis and are also ¢x- 
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tremely rare with the complications ot mumps, with 
Coxsackie infection, or with choriomeningitis. Also, the 
complement fixation test for poliomyelitis of Casals and 
Olitsky ° promises to be extremely useful in excluding 
diseases of this type. The greatest problem then in differ- 
ential diagnosis concerns nonparalytic poliomyelitis and, 
senerally speaking, is best resolved by serological exami- 
nation of blood samples during both the acute course 
and convalescence. 

The clinical picture of viral encephalitis, particularly 
of arthropod-borne types, varies to such an extent that 
seneralizations are dangerous. Within the continental 
United States, we are primarily concerned with three 
types; namely, St. Louis encephalitis and eastern and 
western equine encephalitis. Differentiation from polio- 
myelitis begins with a carefully taken history together 
with knowledge of pertinent epidemiological data. It has 
been established that mosquitoes and other insects, with 
birds acting as intermediate hosts, spread these diseases. 
Eklund,’ in the Minnesota epidemic of 1946, showed 
clearly that the incidence of equine encephalitis ceased 
abruptly after the first hard frost killed most of the insect 
population, whereas the incidence of poliomyelitis did 
not. Outbreaks occur in hot weather, are usually of 
shorter duration, and affect fewer persons than is the 
case of poliomyelitis. Although it does not necessarily 
follow that equine encephalitis parallels the occurrence 
of the disease in horses, this is often true and may be 
helpful in recognizing initial cases in an epidemic. 

In this group of diseases, wide variation between the 
extremes of asymptomatic infection and fulminant and 
rapidly fatal illness are known to occur. In all types, 
stupor and even coma are common in contrast to the 
mental alertness of most patients with poliomyelitis. 
Important exceptions provided by patients with bulbar 
and respiratory poliomyelitis are attributable to impaired 
pulmonary ventilation with hypoxia and accumulation of 
carbon dioxide. Paralysis of respiratory muscles, obstruc- 
tion of the airway, failure of the central respiratory 
center, or a combination of these factors may be 
responsibile. Convulsions that are not a part of the 
symptomatology of poliomyelitis are typical, severe 
manifestations of infections with St. Louis or either strain 
of equine encephalitis virus. Although spinal fluid find- 
ings are not helpful in distinguishing these diseases, one 
may occasionally be helped by finding marked increases 
in intracranial pressure with bulging fontanelles in 
infants and young children and papilledema in older 
patients. An initial temperature of 105 F and higher 
exceeds expected readings of 101 to 103 F in poliomye- 
litis. Headache, backache, and muscle, as well as bone, 
pain are common, again surpassing in severity similar 
complaints in poliomyelitis. Photophobia is a significant 
differentiating point favoring the diagnosis of arthropod- 
borne virus infection. 

Tetanus is not associated with flaccid muscular 
paralysis but on occasion can be confused with polio- 
myelitis. Tonic spasms give rise to apparent stiffness of 
the neck and back and may be associated with severe 
muscle pain. Trismus and risus sardonicus are frequent 
and helpful clinical signs. Although a wound that served 
4s portal of entry may have been trivial and unnoticed, 
itshould be looked for, and a careful history of immuni- 
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zations or a record of the patient having received tetanus 
antitoxin within two or three weeks of onset should be 
sought. Finally, the initiation by a variety of mild stumuli 
of generalized muscular spasms, with the extremities and 
trunk held in extension, is sufficiently typical to warrant 
a Clinical diagnosis. 

Last and perhaps most important is the differential 
diagnosis of bacterial meningitis and preparalytic or non- 
paralytic poliomyelitis. In addition to reduction of sugar 
in the spinal fluid, the blood cell count in bacterial 
meningitis is usually high enough to impart turbidity to 
the specimen, and smears reveal not only a predominance 
of polymorphonuclear leukocytes but usually the causa- 
tive bacteria. Cultures of the spinal fluid later confirm the 
suspected identity of the offending organism. Actually, 
meningitis and poliomyelitis are quite dissimilar, but in 
each stiffness of the neck is an early clinical sign. The 
patient with meningitis is sicker and does not respond as 
readily as the patient with poliomyelitis. The temperature 
is usually higher, and, in addition to nuchal rigidity, evi- 
dences of cerebral involvement become apparent. The 
Babinski sign is elicited, and convulsions are frequent, 
but early paralyses are rare. Muscle tone is often 
increased, chills are not unusual, and evidences of 
increased intracranial pressure are to be expected. 
Tuberculous meningitis represents a notable exception 
to these statements. The blood cell count is not so high 
as in more acute types of infection, and except at the 
very onset the predominating blood cells are lympho- 
cytes. Until very recently, effective techniques for 
culturing the tubercle bacillus were not available. 
Demonstration of tuberculous involvement elsewhere 
strongly suggests a similar etiology of the meningitis. 
Finally, the onset of symptoms is usually more insidious. 
Personality changes frequently appear first and are fol- 
lowed after days or weeks by meningeal signs and then 
by encephalitic manifestations. 


ILLNESS CAUSED BY FEAR 


Before concluding this discussion, mention of “polio- 
phobia” is warranted. During epidemics, dread of 
poliomyelitis is so great that any type of complaint may 
be interpreted as a dangerous evidence of disease. 
Prodromal symptomatology is involuntarily imitated, 
hysterical paralyses may appear, and hyperventilation, 
or feelings of suffocation, may suggest respiratory in- 
volvement. Complete aphonia and a sluggish gag refiex 
may be encountered. Persons may complain of a lump 
in the throat and may fear that bulbar involvement 
is developing. When these persons are examined, in- 
genuity may reveal that an apparently paralyzed muscle 
actually functions in one type of movement though not 
in another. Deep tendon reflexes are normally brisk, and 
frequently areas of hyperesthesia or paraesthesia having 
bizarre distribution are described. None of the abnormal 
findings persist during sleep, temperature is not signifi- 
cantly elevated, bladder and bowel function are normal, 
and paralytic findings often are altered by suggestion. 
Demonstration for the patient’s benefit of normal spinal 
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fluid has not been particularly helpful in my experience. 
An understanding attitude and repeated physicial exami- 
nation to confirm the absence of real disease, together 
with prescription of rest, are usually adequate to allay 
anxiety and this eradicates signs of illness. 


SUMMARY AND CONCLUSIONS 
The commonest problem faced by the physician, with 
respect to the diagnosis of poliomyelitis, is differentiation 
of nonparalytic or atypical types of poliomyelitis from 
other obscure infections of the central nervous system. 


J.A.M.A.,, Aug. 22, 19: 


Here the examination of paired serums, one obtaine 
during the acute course and one during convalescen¢ 
may be crucial. Lumbar puncture can be of great he) 
when real diagnostic doubt exists, but it is supertino, 
when diagnosis is supported by typical clinical feature 
In differential diagnosis, not only those diseases that a 
associated with paralyses and those primarily involyi; 
the central nervous system must be considered, but a 
flu-like illnesses and even “poliophobia” must | 
excluded. 


1430 Tulane Ave. 





THE AMERICAN BOARD OF INTERNAL MEDICINE 


CHAIRMAN’S ADDRESS 


Truman G. Schnabel, M.D., Philadelphia 


The American Board of Internal Medicine was fourded 
by the cooperation of the Section on the Practice of 
Medicine of the American Medical Association and the 
American College of Physicians in 1936. It has con- 
tinued to function under their sponsorship and by au- 
thorization of the Advisory Board for Medical Special- 
ties since that year. For many years before, an increasing 
number of physicians had limited their practice to special 
fields of endeavor after special study and application to 
practice. There was the physician, however, who was re- 
puted to be a specialist according to the talk of the town; 
this was initiated on the physician’s own prompting, not 
because he had had adequate preparation and experience 
or could conduct a really good follow-up on his patients. 
During these same years, genuine and self-styled spe- 
cialists took on their role largely because medicine and 
medical education were making great strides that made 
it impossible for one man to deal with the whole field of 
medicine in a satisfactory fashion. It can be said, too, that 
even then “specialist” had become a by-word and that 
the patient public was pressing indiscriminately for “spe- 
cialist” attention. 

As a result of this trend, the Council on Medical Edu- 
cation and Hospitals had to concern itself with standards 
of education and training for special fields in practice to 
the end that most of the American boards emerged by 
its approval and that of the newly established Advisory 
Board for Medical Specialties. The Board of Ophthalmic 
Examinations, as the present American Board of Oph- 
thalmology was originally named, had been functioning 
since 1917 and, along with three other working boards, 
served in principle as the pattern for all other boards that 
were to follow. 


DETERMINATION OF COMPETENCY 


In effect, these were and are agencies created solely 
for the determination of special competency on the part 
of physicians who have usually gone through training 
periods of varied duration. For the estimation of such 





Read before the Section on Internal Medicine at the 102nd Annual 
Session of the American Medical Association, New York, June 3, 1953. 

1. Bierring, W. L.: History of the American College of Physicians, 
Philadelphia, American College of Physicians, 1940, p. 87. 


competency, no one thought of any better technique thay 
that of formal and unprejudiced examination. Whatever 
may be said of examinations, no one has suggested, so 
far as I know, a better means of carrying out the objec- 
tives of the special boards. Board members would be 
greatly relieved and would welcome any suggestions that 
would enable them to pass fairer and better judgment on 
candidates than are now made by evaluation of written 
and oral performance. Examinations remain essential 
to all effective procedures of training and instruction. 

In tracing developments before the organization of 
our dually sponsored board, Dr. Walter Bierring, in his 
history of the board, makes it quite clear that, in addi- 
tion to sharing a common heritage with its companion 
boards, it also shares their objectives with reference, of 
course, to internal medicine. Bierring’s fine history also 
records the deliberations of the regents of the American 
College of Physicians for some years before the forma- 
tion of the board. The minutes show the early concer 
with examinations as a means of determining eligibility 
for fellowship. The college had its prototypes in the 
Royal Colleges of Physicians of London and Edinburgh, 
and so, in emulation of these distinguished bodies, rigid 
examinations were considered as a means of revealing 
unusual accomplishment on the part of aspiring candi- 
dates. 

After such considerations and others too, came the 
final resolution to organize, with the Section on the Prac- 
tice of Medicine, an “American Board for the Certifica- 
tion of Internists.” Through it all, the founders obviously 
felt that the new board would establish needed criteria 
and identification for the qualified internist. John Mus- 
ser, in enthusiatic support of the project, anticipated “A 
far-reaching effect upon appointment to hospital staffs, 
departments of internal medicine and other institutional 
positions.” In retrospect, the salutary effects that he had 
in mind came about but, unfortunately, the organization 
of medical staffs came with them so that noncertified phy- 
sicians are barred from top-ranking positions. The board 
deplores such ill-advised policy as it does the application 
of differential emoluments, appointment, or promotion 
based on board certification. It was, however, affirmed by 
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all that the undertaking would have a telling influence 


on graduate education, on internist performance, and 


ultimately on patient care. 


ADVANCED THINKING AND PHILOSOPHY 


The currently published data pertaining to the Board 
of Internal Medicine,’ with regard to its organization, 

urposes, and eligibility qualifications for certification, 
still reflect the advanced thinking and philosophy of its 
first members (Reginald Fitz, Jonathan C. Meakins, 
Ernest E. Irons, G. Gill Richards, John H. Musser, O. H. 
Perry Pepper, Walter L. Bierring, William S. Middleton, 
and David P. Barr). That “Preparation must be based 
on years of continuous thoughtful study” and that “Time 
and training are but a means to the end of acquiring a 
broad knowledge of internal medicine” are fundamentals 
that apply as much today as they did 17 years ago. The 
possession of a sound knowledge of the basic sciences 
as applied to disease was asked of examinees and has 
been expected of them by the board over the intervening 
years. No other suggestions, however, have been made 
with regard to the substance of training programs, and 
no suggestions have ever been proposed concerning 
methods of teaching. In other words, with its function 
well defined as an examining one, the board has never 
touched the field of medical education directly, either 
undergraduate or graduate. There has always been the 
recommendation to prospective candidates of a suffi- 
ciently long residency in a good location and under well- 
fitted critical teacher-physicians, with the added admoni- 
tion “that the responsibility of acquiring knowledge rests 
with the candidate and the responsibility of maintaining 
the standards of knowledge required for certification rests 
with the board.” Better than all else was the fact that the 
first board members considered it unwise to lay down 
rigid rules for candidates with regard to location and 
mode of training. Schooling was left up to the profes- 
sional staffs of hospitals and medical schools. The min- 
imum time requirement acceptable for training purposes 
was set at five years after internship, but a longer period 
was advised. Only general principles then were set forth 
that might always apply to a developing specialty in a 
changed and changing order. 


LIBERALIZATION 


While the original board’s thinking and philosophy 
have prevailed until this time, a changing order did re- 
quire liberalization of eligibility rules for admission to 
examination when a number of plans were provided for 
likely trainee situations. In doing this, the board did not 
modify its standards of examination. There was the defi- 
nite minimum time requirement of three years residency 
discipline and two years in practice, but a number of 
time grooves, so to speak, were created into which train- 
ees fit according to varying circumstances. These new 
plans were arranged in recognition of the fact that capa- 
ble persons might do as well by preparation over a longer 
period of time with less intensive application to resi- 
dency training and more to actual practice, wherever that 
might be. It was also thought that variable preparation 
plans might be welcomed because of unavailability of 
suitable residencies and/or because of personal or eco- 
nomic reasons. Moreover, it was believed that such liber- 
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alization of time requirements would enable candidates 
to go on simultaneously with other objectives, such as 
research and teaching. It was felt that a background of 
certified capability in the field of internal medicine would 
strengthen potentialitites for the candidate in whatever 
field of endeavor he might finally find himself. I am sure 
that the provision of additional plans for admission to 
examination was a considerate and wholesome one ap- 
preciated by prospective candidates. In all of this, as I re- 
member it, Drs. William McCann, Alex Burgess, and 
Cecil Watson, past members of the board, were promi- 
nently identified. 
EXAMINATIONS 

In 1948, Dr. Watson, as chairman, addressed this 
Section on Internal Medicine on “Some Activities and 
Impacts of the American Board of Internal Medicine.” * 
His was a masterly presentation of the subject and, as 
I see it, left nothing of importance for amendment five 
years later. It was most revealing in exposition and 
should have clarified many erroneous impressions with 
respect to the board’s constitution and activities. A good 
portion of the address was devoted to a clearly phrased 
description of the multiple choice type of written exami- 
nation that had recently replaced the essay type. Here, 
too, in accord with a changing order, there was the need 
to follow the best psychological and pedagogic opinion 
and advice of the day. Dr. Watson brought to the situa- 
tion the benefit of his own experience with this objective 
and comprehensive type of examination and was ener- 
getic in its early implementation. The board quickly ap- 
preciated the inherent advantages in this kind of an ex- 
amination over those of the essay type and was soon 
convinced of their superior value. The production of a 
multiple choice examination requires much time, thought, 
and checking, both before and after the test. The compo- 
sition of questions may be so affected that the answers 
will reveal factual knowledge, experience, and ability 
to reason or analyze as may be required. Good questions 
so submitted are sharply discriminating. The board has 
support for the use of this examination in a well-controlled 
study reported by Cowles and Hubbard who concluded 
that “Objective test scores correspond much more closely 
with the long-term evaluation of students in internal 
medicine by their own instructors than do the essay test 
grades.” * 

The board, of course, still continues to carry out the 
second part of the examination at the bedside of the 
patient, after the examinee has had a reasonable amount 
of time to obtain historical data and to do physical ex- 
aminations. This has always been regarded as a clinical 
or practical examination and is a procedure that time 
and experience have shown to be helpful and valuable in 
measuring the qualifications an internist should possess. 
There is no need of relating the observations that a bed- 
side examiner can make or the conclusions he may derive 
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therefrom, except to say that here approach, poise, ideas, 
judgment, and consultantship may be quite evident. 

Members of the board and official examiners recently 
appointed for the first time have due regard for examin- 
ees as colleagues in medicine and are well aware of im- 
pressions they, in turn, may make on examinees. So it 
is that they do all they can to allay anxiety and tensions 
brought by candidates to the occasion, to say nothing of 
real mental blocking. Unfortunately certification may 
be his big and immediate objective for various reasons, 
an objective he must sooner or later learn is a limited 
one. The examiner needs, at times, to decide whether the 
“flustered” and “‘flurried” candidate will after all possess 
enough “phlegm” in medical emergency and consulta- 
tion. Happily there are those who are possessed of Os- 
lerian “imperturbability” at the bedside and during the 
written test as well. 

It is interesting to note that the board brings to its job 
continued discussion, exploration, and analysis of func- 
tion, which is admittedly not infallible. During the past 
five years, however, analytical data show an ever- 
improving testing efficiency. Data also reveal an increas- 
ing complement of the written and oral tests and that 
measurements other than those derived by objective 
examination are developed at the bedside. The board’s 
deliberations and study still confirm the good judgment 
of insisting on primary certification in internal medicine 
before granting approval to competency in the sub- 
specialties of allergy, cardiovascular disease, gastro- 
enterology, and pulmonary disease. There is every reason 
to believe that these more sharply limited subspecialties 
should be erected only on the broad base of internal 
medicine. 

CERTIFICATION 

It is of interest to know that 29 written and 60 oral 
examinations have been organized by the board since its 
inception. The board has passed favorably on the com- 
petency of 6,090 internists by means of examination. 
Originally, 1,945 physicians were specially certified 
because of qualifications that placed them in adviser and 
founder groups. This makes a total of 8,035 certified 
internists to date. In this number are included the hun- 
dred or more internists who were certified on the basis 
of examinations organized and executed for medical offi- 
cers in the European theatre operation during World 
War II. The direction of this effort was carried out by 
Dr. William S. Middleton, then Colonel Middleton, with 
the assistance of 27 officers, who were diplomates of the 
board, acting as guest examiners. This distinguished 
achievement suggests quite clearly that “in spite of the 
stress and strain of war, the high standards required of 
successful candidates were steadfastly maintained.” 5 


For some years, the board has certified about 700 men 
a year, and this number has remained constant for the 
past three years. New applications continue to be made 
at a fairly constant rate. Thirty-five men, including the 
present members of the board under Dr. Walter Palmer’s 
chairmanship, have given large amounts of time, sincere 
effort, and great thought to the project in the course of 





5. Information from the files of the American Board of Internal 
Medicine, Madison, Wis. 
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these 17 years. During much of this time, the board has 
had the invaluable assistance of its executive secretary. 
treasurer, Dr. William A. Werrell, and its librarian, Dr. 
Victor W. Logan. 


STANDARDS OF MEDICAL EDUCATION 

All of this, I should say, is reminiscent of what hap- 
pened when, in 1904 and thereafter, the newly created 
Council of Medical Education joined with other inter- 
ested bodies to raise the standards of medical education 
in this country. They were at a critically low ebb, at the 
time. For this effort, there was available the great pub- 
licity medium of Mr. Abraham Flexner’s report, after 
he had investigated the medical schools of the country 
for the Carnegie Foundation. The undertaking developed 
gradually by means of conference, study, inspection, 
exploration, and change in emphasis. The results of that 
enterprise are apparent today in what has already been 
accomplished and in the continuing advance of medical 
education, especially at the undergraduate level. 


The same Council of Medical Education, now en- 
trusted with counciling hospitals as well, was called on 
to study the problem of specialized practice. The out- 
come of that enterprise is also apparent. Well-organized 
and well-directed training programs are provided in 
many hospitals throughout the country. Interest in staff 
conferences of all types, patient rounds, abstract groups, 
and lectures is very impressive. Medical meetings at 
national, regional, and state levels are increasingly well 
attended year after year. Postgraduate courses are in 
demand, and enrollments are complete. 


Even casual or indifferent exposure to such a wealth 
of scientific presentations in meeting alone must have 
some influence on the professional achievement of a 
great many physicians. More than this, it is especially 
significant that our 6,090 physicians have found, in this 
array of training opportunity, enough substance for a 
demonstration of their fitness as internists. This would 
suggest that they derive much by postgraduate effort. 


The influence of this latter group on the professional 
and lay communities of their residence, by reason of 
spirit, leadership, confident approach to patient care and 
able consultation is well appreciated by those who were 
on hand before the board’s institution. They have not 
forgotten the unfortunate features of medical practice 
before that time. It is easy to forget the greater faults in 
the old when seeking faults in the new. 


CONCLUSIONS 


It can be said that, as members of this section and as 
fellows of the American College of Physicians predicted, 
patient care has been advanced by an organized and func- 
tioning board of internal medicine. This occurred because 
of an improvement in professional ability achieved by a 
great forwarding in postgraduate education and all that it 
connotes. The American Board of Internal Medicine has 
adhered to the common objectives it shares with the 
other specialty boards and, in particular, has carried the 
responsibility for the identification of internists who suc- 
cessfully meet the test of examination. 


1704 Pine St. (3). 
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RECURRENCE OF 





Adequate therapy of duodenal ulcer should not only 
accomplish healing of the ulcer but should prevent its 
recurrence. Since the advent of vagotomy as a surgical 
treatment of duodenal ulcer the question of its effect on 
ulcer recurrence has been raised repeatedly. The litera- 
ture on this subject is inadequate, and in most of the 
reports the data are inconclusive. For example, a report 
by Weber, Goldblum, and Gregg‘ cites three cases of 
gastric ulceration following vagotomy. No insulin tests 
were done in two of these cases, and in the third case the 
insulin test would be considered by us to be inadequate, 
since the blood sugar level attained was only 58 mg. per 
hundred cubic centimeters. In addition, this patient had 
a gastroenterostomy, which in our experience frequently 
causes false negative results in insulin tests. Dragstedt * 
states that persistence or recurrence of duodenal or gas- 
trojejunal ulcer is almost invariably due to incomplete 
vagotomy as evidenced by physiological tests. Deaton, 
Postlethwait, and Bradshaw * have shown that, in dogs, 
persistent negative responses to insulin occur in both the 
secretory and motor phases for as long as two years after 
vagotomy. 

EVALUATION OF THE INSULIN TEST 


Our experience indicates that the insulin test cannot 
be relied on in all cases. A positive test is a reliable indi- 
cation of incomplete vagotomy. We consider a response 
positive when the free hydrochloric acid rises over 20 
degrees beyond the highest fasting level. There are many 
factors other than complete vagus section that produce 
a negative insulin test. 

In the immediate postoperative period there is a re- 
fractory state equivalent to a temporary suppression of 
gastric secretion. Many of our patients have shown nega- 
tive responses to insulin tests in the early postoperative 
phase; later, when the trend of the gastric function was 
toward normal, the same patients had positive results. 
Gastric retention contributes to false negative results, 
because retention of mucus, food, and other substances 
acts as a buffer system for the neutralization of acid 
stimulated by insulin injection. In marked pyloric 
obstruction of a patient with active duodenal ulcer, the 
basal acid values as well as the acid responses to hista- 
mine or insulin are often low. They may even be absent 
in tests made by the conventional titration method. After 
adequate decompression, the acid values may be high. 
A similar situation is seen when gastric dilatation occurs 
as a result of the loss of gastric tone after vagotomy. 
Regurgitation of alkaline secretion from the duodenum 
or through the stoma may cause tests to be unreliable. 
If the technician attempts to obtain all of the secretion 
of the stomach, additional secretion is obtained from 
the duodenum and jejunum either through the pylorus or 
through the stoma. In our experience the gastroenteros- 
tomy stoma is more likely to cause disturbing alterations 
in secretory acid values than pyloroplasty, although 
changes due to pyloroplasty are seen. 
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The level of hypoglycemia attained may also affect 
results of insulin tests. In our opinion the response to 
insulin is not predictable in every patient. Some patients 
react markedly to 15 units of insulin administered intra- 
venously and show sharp declines in blood sugar levels 
as well as high rises in acid values. On the other hand, 
some patients are refractory to that amount of insulin 
given intravenously. In these patients the blood sugar 
level may not fall rapidly or to a very low level, and the 
acid response may not be as good as expected. When the 
blood sugar falls in excess of 50% of the basal fasting 
value, the insulin test is much more likely to be reliable. 
In some patients the hypoglycemic response is delayed, 
but in the average patient the reaction occurs promptly 
and usually is evident within 30 minutes after insulin 
injection; it is at its height 45 minutes after injection 
and then gradually tapers off. In some patients, how- 
ever, the height of the reaction does not occur until one 
hour after injection, and in a few the height of response 
may not occur until one and one-half hours after injec- 
tion. In order to obviate these difficulties, the test should 
be repeated if it is negative after the conventional one 
hour of gastric drainage, and gastric drainage as well as 
blood sugar sampling should be continued for as long 
as one and one-half hours after the second injection of 
insulin. 

In our experience 60% of patients with duodenal ulcer 
who have had a gastrectomy or a gastroenterostomy 
have postoperative gastritis on previously normal mucosa 
or on previously hypertrophic mucosa. The usual effect 
of this inflammatory reaction is depression of acid secre- 
tion. Thus in some cases the absence of an adequate acid 
response after such surgical procedures may indicate the 
presence of gastritis rather than complete vagotomy. 


REPORT OF CASES 


We have studied the problem of recurrence of ulcer 
and hemorrhage after vagotomy by reviewing patients 
who were operated on after vagotomy because of the 
suspicion of recurrent ulcer or the presence of hemor- 
rhage. In all of these repeat operations surgical indica- 
tions were considered to be present. 

Case 1.—N. F. H., a 29-year-old man, had a gastro- 
enterostomy elsewhere in 1942. A roentgenogram showed a 
high gastroenterostomy stoma and a deformed duodenal bulb. 
Gastroscopic findings were normal, but the gastroenterostomy 
stoma was not seen. Histamine gastric analysis showed a rise 
of free hydrochloric acid to 125 degrees. Because the patient 
had persistent pain that did not respond to medical therapy, 
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a transthoracic vagotomy was performed in April, 1948. He 
returned in July, 1948, complaining of epigastric pain, full- 
ness, and a weight loss of 23 Ib. (10.4 kg.). A roentgenogram 
showed a high gastroenterostomy and gastric retention of an 
estimated 80% in 24 hours. An insulin test was negative; 
after injection of 15 units of insulin, the acid values remained 
at 10 degrees at the 30 and 45 minute periods. The blood 
sugar level was 27 mg. per hundred cubic centimeters. Gastric 
resection was done because of the gastric retention, and a 
stomal ulcer and an intact right vagus nerve were found. 
Histopathological examination confirmed the surgical findings. 


CasE 2.—C. G. C., a 46-year-old man, had vagotomy and 
gastroenterostomy in May, 1947, because of severe repeated 
hemorrhages from a duodenal ulcer. The insulin test was 
negative in the immediate postoperative period, indicating that 
complete vagotomy had been done. The patient returned in 
March, 1951, because of epigastric pain, vomiting, and hemor- 
rhage. He was again explored surgically, and no ulcer could 
be seen. The gastroenterostomy was taken down, and pyloro- 
plasty was performed, but no search for vagus fibers was 
made. The preoperative insulin test was considered to be 
negative or equivocal, because the rise in free hydrochloric 
acid after insulin injection was only 10 degrees over fasting 
levels. The blood sugar level attained was 24 mg. per hundred 
cubic centimeters after a fasting value of 92 mg. The patient 
returned in September, 1951, with the complaint of recurrent 
hemorrhages. Insulin tests were positive. A roentgenogram 
showed a deformed duodenal bulb with an ulcer crater. A 
transthoracic operation was performed, and the left vagus 
nerve was found to be intact. Only the right vagus nerve had 
been divided at the first operation. 


Case 3.—G. R. U., a 34-year-old man, underwent vagotomy 
and gastroenterostomy in 1948 because of melena and epi- 
gastric pain due to duodenal ulcer. The patient returned in 
July, 1951, complaining of severe, recurrent epigastric pain 
and a loss of 20 Ib. (9.1 kg.) over a period of six months. A 
roentgenogram revealed jejunal ulcer. The insulin test was 
positive. A second operation was performed, and the presence 
of a jejunal ulcer was confirmed. An intact vagus nerve was 
found and divided; the gastroenterostomy was taken down; 
and a pyloroplasty was performed. Subsequent pathological 
examination confirmed the diagnosis of jejunal ulcer as well 
as the presence of the vagus nerve fiber. Several months after 
the second operation the insulin test was negative. 


CasE 4.—W. C., a 46-year-old man, had a vagotomy in 
December, 1946, because of melena due to a duodenal ulcer. 
He returned in April, 1948, complaining of epigastric pain. 
A roentgenogram showed no retention but disclosed a duo- 
denal deformity with crater. An insulin test was positive, with 
49 degrees of free hydrochloric acid rise above basal levels. 
At operation, a large right vagus nerve and one small nerve 
filament were found. The nerves were divided, and gastro- 
enterostomy was done. Three months after operation the 
insulin test was negative; however, gastroscopy revealed de- 
velopment of superficial gastritis. This patient has had no 
evidence of recurrent ulceration. 


Case 5.—L. L. P., a 37-year-old man, underwent vagotomy 
and pyloroplasty in November, 1950, because of duodenal 
ulcer with obstruction. He returned in February, 1951, com- 
plaining of distention, epigastric pain, and hematemesis. The 
insulin test was positive, showing 23 degrees of free hydro- 
chloric acid rise above fasting basal levels. This occurred 
despite the fact that the insulin reaction was only slight and 
the blood sugar drop was not great. A roentgenogram showed 
an atonic stomach with minimal peristalsis and a deformed 
duodenal bulb with crater. Surgical exploration revealed a 
duodenal ulcer penetrating the pancreas. Numerous adhesions 
at the esophageal hiatus precluded an adequate search for 
vagal fibers. Subtotal gastrectomy was performed. 


CasE 6.—J. G. M., a 45-year-old man, had vagotomy and 
pyloroplasty in September, 1951, because of hemorrhage from 
a duodenal ulcer. The patient returned in May, 1952, because 
of severe hemorrhage. He was operated on immediately, with- 
out preliminary studies. At operation a duodenal ulcer and 
an intact vagus nerve were found. The nerve was divided, 
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and a partial gastric resection was performed. Subsequent 
pathological examination confirmed the presence of a duo. 
denal ulcer as well as an intact vagus nerve. 


CasE 7.—D. D., a 25-year-old man, had vagotomy and 
pyloroplasty in March, 1951, because of severe and repeated 
hemorrhage from a duodenal ulcer. He returned in June, 
1952, with another attack of melena. A preoperative insulin 
test was considered equivocal, the hydrochloric acid rising 
only 13 degrees one hour after insulin injection. At operation, 
scarring of the pyloroduodenal segment was seen, with no 
evidence of active ulceration. One small nerve fiber was found 
intact at the hiatus. A subtotal gastrectomy was performed, 
and pathological examination of the resected specimen showed 
chronic hypertrophic gastritis, submucosal vascular congestion, 
and petechial mucosal hemorrhages. 

CasE 8.—W. C. M., a 52-year-old man, underwent vagot- 
omy and pyloroplasty in September, 1947, because of repeated 
hemorrhages associated with duodenal ulcer. He returned in 
July, 1948, with recurrence of hemorrhage. An insulin test 
was positive, and a roentgenogram showed a duodenal de- 
formity with 20% retention at the end of six hours. A trans- 
thoracic vagotomy was done, involving the resection of the 
intact right vagus nerve and three small nerve filaments. 
The presence of nerve fibers was confirmed histologically. 

CasE 9.—J. D. R., a 46-year-old man, underwent vagotomy 
and pyloroplasty in August, 1951, because of recurrent hemor- 
rhages associated with a duodenal ulcer. He returned in 
November, 1951, complaining of epigastric fulness and pain. 
A roentgenogram disclosed a markedly deformed duodenal 
bulb with an ulcer crater and 30% retention of barium at 
the end of 24 hours. An insulin test showed no rise in free 
hydrochloric acid after insulin injection; however, undigested 
food was found in all gastric specimens, which made the in- 
sulin test invalid. On surgical exploration, a duodenal ulcer 
was found penetrating the liver. Because of adhesions, no 
search was made for additional vagal fibers, but subtotal 
gastrectomy was performed. 

Case 10.—W. H. B., a 53-year-old man, had vagotomy and 
pyloroplasty in November, 1951, because of recurrent hemor- 
rhages associated with a duodenal ulcer. A deep ulcer crater 
was found penetrating the pancreas. Both the right and left 
vagus nerves were identified and divided. Three weeks later, 
while the patient was still in the hospital, he had a massive 
hemorrhage. Subtotal gastrectomy was done. An _ actively 
bleeding duodenal ulcer was seen, but undivided vagal fibers 
could not be identified. Insulin tests could not be carried out 
prior to the second operation because of the patient’s serious 
condition. 

CasE 11.—J. H. R., a 28-year-old man, had a transthoracic 
vagotomy in April, 1947, because of recurrent hemorrhages 
from a duodenal ulcer. He returned in May, 1951, with the 
complaint of pain and vomiting. An insulin test was positive, 
and a roentgenogram showed duodenal deformity with an 
ulcer niche. At surgery, an intact right vagus nerve, a healing 
duodenal ulcer, and a partial pyloric stenosis were found. 
The right vagus nerve was divided, and a pyloroplasty was 
performed. The patient returned in January, 1952, because of 
tarry stools. Preoperative ‘insulin studies were considered in- 
advisable because of the evidence of bleeding. A preoperative 
roentgenogram showed a deformed duodenal bulb but no 
ulcer crater. The deformity was interpreted as a_ pseudo- 
diverticulum. At surgery, scarring of the anterior duodenum 
was found. In addition, the surgeon described what he thought 
was an ulcer but stated that no active bleeding was seen at 
this site. A subtotal gastrectomy was done, including resection 
of the area of suspected ulceration. Subsequent pathological 
examinations showed that no ulcer was present, and the defect 
seen at surgery was interpreted as being the result of healing 
of the pyloroplasty and the duodenal ulcer. The resected 
specimen showed hypertrophic gastritis with many mucosal 
hemorrhages. 

SUMMARY 


Duodenal ulcer remains healed almost without excep- 
tion after complete vagotomy. We have encountered only 
one possible exception in over 700 patients who have 
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had vagotomy. In this patient, the ulcer was large and 
had penetrated the pancreas. Recurrence of hemorrhage 
after vagotomy may not be caused by recurrence of ulcer 
but may be caused by mucosal hemorrhages associated 
with hypertrophic gastritis. Using the insulin test, positive 
roentgenograms, and surgical exploration as criteria for 
the presence of ulcer and intact vagal fibers, we believe 
that recurrence of ulceration is evidence of incomplete 
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vagotomy. A positive insulin test is a reliable sign of 
incomplete vagotomy. A negative insulin test, however, 
is not always indicative of complete vagotomy; in many 
instances false negative tests are found in the presence of 
incomplete vagotomy. The unequivocal demonstration of 
a recurrent duodenal or stomal ulcer after vagotomy is 
the best indication of incomplete vagotomy. 


436 N. Roxbury Drive (Dr. Stempien). 





HEART DISEASE DISCOVERED ON CHEST MICROFILMS 


R. V. Slattery, M.D., Oakland, Calif. 


In recent years, the chest microfilm has been used 
extensively in surveys of large numbers of persons for 
pulmonary tuberculosis. In some of these surveys, it has 
been noted that many cardiac, as well as pulmonary, 
abnormalities were found, and, as a result, it has been 
recommended that the microfilm be used in surveys for 
the detection of heart disease. No attempt has been made, 
however, to determine the accuracy of the microfilm in 
demonstrating heart disease. It was felt that, before its 
recommendation for this purpose could be justified, a 
study of its accuracy should be made. 

This is a report of such a study. The incidence of heart 
disease found on clinical investigation of an unselected 
group of patients was compared with the incidence of 
abnormal cardiac silhouettes found in the chest micro- 
films of the same patients. 


METHODS 


Beginning July 1, 1948, the chest microfilms of all 
new patients admitted to the medical and surgical out- 
patient departments of the University of Chicago clinics 
were examined in sequence by a member of the depart- 
ment of radiology and by myself. The patients were all 
adults. Any microfilm in which one or both of the 
examiners thought the heart or great vessels were of 
abnormal size or shape was noted as showing evidence 
of heart disease. These small chest roentgenograms were 
taken on a Picker 70 mm. minograph machine and were 
read on a General Electric fluorescent viewer. 

The clinical records of all patients whose chest micro- 
films had been examined were then reviewed. Only pa- 
tients whose records included a complete history and re- 
sults of complete physical examination, urinalysis, blood 
cell count, and a Kahn test were retained in the study. 
[his was considered to be the minimum clinical investiga- 
lion necessary to ascertain whether a patient had heart 
disease. Electrocardiograms and 14 by 17 in. chest films 
had been done whenever the clinic physician attending 
the patient felt that his investigation warranted them. 
When present, these were employed as aids in determin- 
ing whether the patient had heart disease. The size of the 
heart, in those patients who had 14 by 17 in. films, was 
measured by comparing the long and short cardiac 
diameters with the height and weight of the patient.’ In 
this system of measurement, there is no definite limit be- 
yond which one can always say the heart is enlarged, but 
it is considered that most persons with hearts measuring 
20% or more over size have cardiomegaly. 


The histories of those patients found to have clinical 
evidence of heart disease were further studied to deter- 
mine which of them had a history of heart disease and 
which had symptoms that were compatible with heart 
disease at the time of examination. The symptoms that 
were considered compatible with heart disease were 
enlarged heart, high blood pressure, swelling of the 
ankles, shortness of breath, chest pain, irregular pulse, 
palpitation, and fatigue. The incidence of heart disease, 
as determined from the clinical examination, was then 
compared with the incidence of abnormal cardiac sil- 
houettes on the microfilms. 


RESULTS 
The micro‘lms of 800 patients were reviewed. Of 
these, 682 patients had sufficient clinical investigation to 
meet the requirements established for retaining them in 
the study. Of the 682 patients, 56 had clinical evidence of 


TABLE 1.—Comparison of the Types of Clinical Heart Disease 
Detected and Not Detected on Microfilms 


Detected Not Detected 
Clinical on on 

Heurt Microfilms Microfilms 
Disease, - - ~ ee - 

Type of Heart Disease No. No. v4 No. ‘ 
IEE iss occdencvencescntees 7 4 57.1 3 42.9 
co ection Lae 11 52.4 10 47.6 
SU Kesccseveses Sveedwauns 11 2 18.2 4 81.8 
Bee . 6 42.9 8 57.1 
TD, cderitiwicedaeswonude - 2 1 50.0 1 50.0 

EE Avbnshansereanadnteuae 1 1 100.0 0 0 


ED -aaesekyusiddecaoaereens m6 25 44.6 31 55.4 


heart disease. Twenty-five, or approximately 45%, of 
the patients with clinical evidence of heart disease were 
detected on the microfilms (table 1). Over half of the 
rheumatic and hypertensive anc 43% of the arterio- 
sclerotic hearts were detected. In the cases of coronary 
artery disease, only 18.2% of the silhouettes were suffi- 
ciently altered to be detectable. This significantly lower 
incidence of detection of coronary heart disease, as com- 
pared to that of the preceding groups, was probably due 
to a greater tendency for hypertrophy to develop in 
patients with rheumatic and hypertensive heart disease. 

A review of the histories of the 56 patients who had 
clinical heart disease revealed that 51 either knew they 
had heart disease or had symptoms compatible with 
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heart disease. This is an incidence of 90%. In 45 of the 
56 patients with clinical heart disease, large chest films 
were part of the investigation and, in 47, electrocardio- 
grams were done. Five of these electrocardiograms were 
normal, and the remainder were abnormal. Of the 45 
patients of whom large chest films were made, 23 had 
already been discovered on the microfilm and 22 had not 
(table 2). As would be anticipated, the tendency to 
detect an abnormal heart on the microfilm coincided 
roughly with the degree of enlargement of the heart. It 
is interesting to note, however, that, in seven of the 
patients not detected, the hearts were more than 20% 
over size. 

In addition to the 25 patients with clinical heart dis- 
ease detected in the microfilm, there were 12 patients in 
whom heart disease was suspected on the microfilms but 
in whom no heart disease was found on clinical study. 
In this group, both interpreters felt that the heart was 
abnormal on the microfilm in seven instances, and only 
one of the interpreters made the diagnosis in the other 
five instances. In the group of 25 patients in whom heart 
disease was seen on the small films, there was approxi- 


TABLE 2.—Comparison of Heart Size, as Measured on Chest 
Films, Among Patients with Heart Disease Detected 
and Not Detected on Microfilms 


Detected Not Detected 
Clinical on on 

Heart Size: Heart Microfilm Microfilm 

% Under Size (—) Disease, -———_——_,  —-— 
or Over Size (+) No. No. % No. % 
—40% to 2 100 
—20% to % i 6 100 
0 to +20% 5 7 50 
+21% to +40% 5 5 6 55 
+41% to +60% ¢ ”) 1 10 

+61% to 80% , 2 100 0 0 


Total 5 2 51 22 49 


mately the same degree of agreement between the two 
interpreters; 60% of the cardiac abnormalities were 
detected by both and 40% by one. This tendency for 
interpretations of roentgenograms to differ with different 
readers, as well as with a single reader on different occa- 
sions, has also been noted when a search is being made 
for tuberculosis with chest films.* ’ 


COMMENT 

Schwartz and Berman,’ in a survey of 10,549 persons 
in Cincinnati, found 486 (4.6% ) abnormal cardiac sil- 
houettes on the small roentgenograms. Among the 207 
who were given clinical investigations, 177 (86% ) had 
organic heart disease. Thompson and Jellen * obtained 
clinical investigations of 1,147 persons whose microfilms 
indicated abnormal hearts, and they found that 68.9% 
had heart disease. Comparing these studies with mine, 
in which the confirmation rate was 68%, one can con- 
clude that approximately three-fourths of the persons 
who, from the small chest films, are suspected to have 
heart disease will prove to have such on clinical study. 

This present investigation differs from any previously 
reported in that it shows not only how many abnormal 
hearts are detectable but also how many are undetect- 
able, or missed, in interpretation of the chest microfilm. 
In the series reported here, 90% of the patients with 
abnormal hearts had symptoms frequently associated 
with heart disease, whereas only 45% had abnormal 
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cardiac silhouettes on the small roentgenograms. This 
would indicate that, in making surveys for heart disease 
more persons with abnormal hearts would be found if 
all those with these symptoms, rather than only those 
found to have cardiac abnormalities on the microfilms. 
were subjected to a clinical investigation. Further study 
would be necessary, however, to determine whether sur. 
veys of this type would be practical. These findings make 
doubtful the value of trying to detect cardiac abnormali- 
ties on the microfilms of patients being admitted to , 
clinic or hospital when they will give a complete history 
as part of their investigation. It does not seem that the 
chest microfilm should be recommended for use in large 
surveys for heart disease since it is capable of detecting 
less than one-half of the cardiac abnormalities. The time 
and expense involved in such surveys could hardly be 
justified in a test that has such a limited degree of 
detection. 
SUMMARY 

Among 682 persons having chest microfilms and sub- 
sequent clinical investigations, there were 56 who had 
clinical evidence of heart disease. Only 25 (45% ) of the 
56 with heart disease were noted as having abnormal 
hearts on the microfilms. There were, in addition, 12 
persons who were thought to have abnormal cardiac 
silhouettes on the microfilms but who did not prove to 
have heart disease on clinical study. Because of its low 
degree of detection, the microfilm is not recommended 
for use in large surveys for finding persons with heart 
disease. 


298 Grand Ave. (10). 


2. Birkelo, C. C., and others: Tuberculosis Case Finding: A Compari- 
son of the Effectiveness of Various Roentgenographic and Photofluoro- 
graphic Methods, J. A. M. A. 133: 359 (Feb. 8) 1947. 

3. Schwartz, B., and Berman, B.: Incidence of Heart Disease in Mass 
X-Ray Surveys, J. A. M. A. 149: 734 (June 21) 1952. 

4. Thompson, W. P., and Jellen, J.: Heart Size in Four by Five Inch 
Films, Am. Rev. Tuberc. 57: 379 (April) 1948. 





Correction of Obesity.—Directions for reduction are so simple 
that they can be presented by the physician and can be assimi- 
lated by an intelligent patient in a few minutes. On the other 
hand, the practical difficulties of carrying out a consistent 
and long-continued program of reduction are enormous... . 
There is a widespread impression among mothers, encouraged 
no doubt by many physicians, that to be big is to be strong 
and healthy. As a consequence, growing children are supplied 
not only a sufficient amount but actually an excess of food. 
Habits of overeating are acquired, and admiration for prowess 
at the table is instilled. There is still current the belief that 
overweight offers insurance against the development of tuber- 
culosis. More important is the fact that there are vast numbers 
of people who are dissatisfied, restless and anxious and who 
substitute overeating for occupation, for love and for un- 
fulfilled sexual desires. Above all, the chief bane of preventive 
medicine applies to the obviation of obesity as it does to 
many other corrective measures. This major impediment is 
the belief, “It can’t happen to me,” the psychologic attitude 
that permits excessive smoking of cigarettes by those who 
know that such a practice may predispose to cancer of the 
lung and to serious peripheral vascular disease, that permits 
excessive drinking of alcohol in spite of the realization of 
its deteriorating effects and that allows the assumption of 
extraordinary hazards in driving an automobile or in jaywalk- 
ing on a crowded avenue by those who are well acquainted 
with the danger—D. P. Barr, M.D., Health and Obesity, 
New England Journal of Medicine, June 4, 1953. 
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TOXIC MANIFESTATIONS IN THE ANTABUSE-ALCOHOL REACTION 


STUDY OF ELECTROCARDIOGRAPHIC CHANGES 


J. David Markham, M.D. 


and 


Ebbe C. Hoff, M.D., Ph.D., Richmond, Va. 


The tetraethylthiuramdisulfide * (Antabuse) -alcohol 
reaction is an essential element in the indoctrination of 
the patient in the use of tetraethylthiuramdisulfide 
(TETD) as an adjunct in the treatment of chronic 
alcoholism. Recently this drug was released to the medi- 
cal profession, although much investigative work on its 
effects is still in process and the full hazards of its use 
have not been completely established. 

The tetraethylthiuramdisulfide-alcohol reaction repre- 
sents a controlled physiological response, in which there 
are measurable alterations in the cardiovascular system 
affecting pulse rate, cardiac output, cardiac stroke vol- 
ume, the electrocardiogram, and peripheral circulation. 
Many of these changes have not been investigated, while 
others have been described in detail. 

The present study was undertaken after an extensive 
clinical experience with the reaction in 519 patients 
treated in the inpatient service of the Division of Alcohol 
Studies and Rehabilitation, Department of Health, Com- 
monwealth of Virginia, at the Medical College of Virginia 
Hospital. The scope of this report is limited to an analysis 
of the electrocardiographic changes occurring during the 
tetraethylthiuramdisulfide-alcohol reaction, correlated 
with other changes observed at the bedside. Accordingly, 
electrocardiographic tracings were made at intervals dur- 
ing the reaction on 44 patients, representing 221 electro- 
cardiograms. 

METHOD 

The patients who underwent the tetraethylthiuramdi- 
sulfide-alcohol reaction in this series were regular 
inpatients of the Division of Alcohol Studies and Re- 
habilitation who volunteered to take the drug. This was 
the first reaction for each of them. Those chosen for this 
study were selected from the medically qualified group 
solely by their rotation on the admission roster. Each 
patient was prepared for the reaction by taking tetra- 
ethylthiuramdisulfide orally near the end of a 7 to 10 day 
period of hospitalization, 1.5 gm. the first day, 1.0 gm. 
the second, 0.5 gm. the third, and 0.5 gm. the fourth. On 
the fourth day whiskey was administered to produce the 
tetraethylthiuramdisulfide-alcohol reaction. Only those 
patients who were considered suitable after careful his- 
tory, physical examination, and laboratory work-up, 
including hepatic and renal function tests, electrocardio- 
gram, chest roentgenogram, blood sugar studies, and 
hemogram, were permitted to take tetraethylthiuram- 
disulfide. 

A wide variation in the priming dose of tetraethylthi- 
uramdisulfide has been reported in the literature, with 
no clear-cut rationale for selecting any one particular 
routine. A critical evaluation of tetraethylthiuramdisul- 
fide and alcohol dosages is imperative. An attempt must 
be made to standardize the reaction if results of reactions 


in various research centers are to be comparable. The 
dosages used in this clinic are generally lower than most 
reported, which lends greater significance to the electro- 
cardiographic changes to be reported here. Observations 
in this clinic have established that these lower priming 
dosages of tetraethylthiuramdisulfide achieve the thera- 
peutic goal of the tetraethylthiuramdisulfide-alcohol re- 
action and reduce the hazard. 

Two principles are paramount. First, the reaction is 
used for recognition purposes only and not as a condi- 
tioning or a frightening experience. For this reason re- 
peated reactions are hardly ever desirable. The treat- 
ment program aims at comprehensive rehabilitation with 
psychotherapeutic follow-up for at least a year. Second, 
critical reactions are undesirable. In a series of 560 tetra- 
ethylthiuramdisulfide cases, reported by Hoff and 
McKeown,’ many critical reactions were encountered 
when higher doses of tetraethylthiuramdisulfide were 
used. Since the dosage was modified according to the 
above schedule in August, 1951, there has been a striking 
reduction in critical reactions, although the results of 
treatment in terms of sobriety continue to remain about 
the same. In other words, there has been a reduction in 
the severity of the tetraethylthiuramdisulfide-alcohol re- 
action without altering the end-results of treatment. 

In the present study, arterial blood pressure, pulse, 
respiration, and control electrocardiogram were recorded 
immediately before the reaction. The patient was then 
given 30 ml. of whiskey, approximately 90 proof. In 
occasional cases, where the reaction was too mild to 
achieve its purpose of recognition, an additional 10 to 
15 ml. of whiskey was given. The blood pressure, pulse, 
and respiration were recorded every 5 minutes and the 
electrocardiogram every 15 minutes for one hour, unless 
the patient’s condition dictated otherwise. Subjective and 
other objective data were also recorded as observed. 


RESULTS 
The patient group consisted of 44 patients of both 
sexes who were desirous of undertaking a prolonged 
course of tetraethylthiuramdisulfide therapy as a part of 
the total treatment program offered and who were found 
to be physically and psychologically qualified for the 
tetraethylthiuramdisulfide-alcohol reaction. They were 





Ayerst, McKenna & Harrison, Limited, New York, supplied the tetra- 
ethylthiuramdisulfide (Antabuse) used in this study. 

Physician, Inpatient Service (Dr. Markham), and Medical Director (Dr. 
Hoff), Division of Alcohol Studies and Rehabilitation, Department of 
Health, Commonwealth of Virginia; Instructor in Physiology (Dr. Mark- 
ham) and Professor of Neurological Science (Dr. Hoff), Medical College 
of Virginia. 

* Since this article was edited, the generic name disulfiram was adopted 
by the Council on Pharmacy and Chemistry for tetraethylthiuramdisulfide. 

1. Hoff, E. C., and McKeown, C. E.: Evaluation of Use of Tetra- 
ethylthiuram Disulfide in Treatment of 560 Cases of Alcohol Addiction, 
Am. J. Psychiat., to be published. 
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not otherwise selected. The age composition of the group 
ranged as follows: 20 to 29 years, 5; 30 to 39 years, 19; 
40 to 49 years, 17; and 50 to 59 years, 3. There were four 
women (9% of the total, which roughly corresponded 
to the admission ratio of women to men), ranging in age 
from 31 to 48 years. 


Major Electrocardiographic Changes in Patients with 
Antabuse-Alcohol Reaction 
Percentage 
No. of of 
Electrocardiographic Changes Patients Patients 
Alteration of T waves in one or more limb leads.... 36 82 
ST segment deviation in one or more limb leads.... 27 61 
Lowering of ST segment 23 52 


Prolongation of QT interval beyond normal limits 
for the cardiac rate 1 


Shortening of PR interval 1 
T wave changes in lead V-4 1 
ST segment changes in lead V-4 1 
WCE TE GP RUIIE CT Ge oc cc ceccccccsccdeveccee 
Minor disorders of rhythm 

Lengthening of PR interval 


41 


97 


af 


8 
6 
2 
1 25 
9 
8 
3 


18 


Total patients showing changes................. 40 91 
Total patients showing no changes.............. 4 9 


44 100 


The reactions experienced by the patients were 
divided into four categories according to severity: 
critical, severe, moderate, and mild. There were no 
critical reactions in this series. There were 7 severe 
reactions, 12 moderate, and 25 mild. 

The major changes observed in the electrocardiograms 
of these patients during the tetraethylthiuramdisulfide- 
alcohol reaction are listed in the table. The interpretation 


2 3 V-4 


+ 
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Electrocardiographic tracing of patient during tetraethylthiuramdisulfide- 
alcohol reaction. Top line (A) is control tracing before administration of 
alcohol; second line (B) tracing 15 minutes after ingestion of 30 ml. of 
whiskey; third line (C) after 30 minutes; and fourth line (D) after 45 
minutes, when the reaction was subsiding and the electrocardiogram was 
returning to normal. The 60 minute tracing (not shown) revealed further 
return to normal. The changes shown are: shortening of the PR interval, 
lowering of the ST segment, lowering or flattening of the T waves, and 
prolongation of the QT interval. Ventricular strain is not evident in this 
patient. 


of these changes will be discussed later. It is important to 
note that 40 patients, comprising 91% of the total, 
showed one or more changes, the majority exhibiting a 
combination of several. A characteristic pattern of the 





2. Raby, K., and Lauritzen, E.: Circulatory Changes During Antabus- 
Alcohol Reaction: Preliminary Report, Nord. med. 42: 1693 (Oct. 28) 
1949; abstracted, J. A. M. A. 142: 1028 (April 1) 1950. 
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electrocardiographic changes is illustrated in the figure. 
In this case a woman, aged 48, showed most of the 
changes frequently seen during the tetraethylthiuramdj- 
sulfide-alcohol reaction. Initial data were: blood pressure 
136/88 mm. Hg, pulse 84, and respirations 14; at the 
height of reaction (30 minutes), blood pressure was 
108/56 mm. Hg, pulse 120, and respirations 24. 

Seven of the 44 patients experienced a profound drop 
in blood pressure. In six of these there were major 
changes in the electrocardiogram, while one showed 
moderate changes in the electrocardiogram. Twelve of 
the patients experienced a moderate drop in blood pres- 
sure. Of these, five showed major electrocardiographic 
changes, four showed moderate changes, two slight 
changes, and one showed no change. Twenty-five pa- 
tients had a slight or insignificant drop in blood pressure. 
Of these, 6 showed major electrocardiographic changes, 
6 showed moderate changes, 10 showed slight changes, 
and 3 showed no change. Twenty-four per cent of those 
with insignificant blood pressure change still exhibited 
major electrocardiographic changes, and only 12% 
showed no change at all. 

Seven of the patients had a severe reaction requiring 
supportive measures. All seven showed major electro- 
cardiographic changes. Twelve patients experienced 
moderate reactions. Of these, six showed major electro- 
cardiographic changes, four had moderate changes, and 
two had slight changes. Twenty-five patients had mild re- 
actions, but 4 showed major electrocardiographic 
changes, 7 showed moderate changes, 10 had slight al- 
terations of the electrocardiogram, and 4 showed no 


_ change. Therefore, it can be said that a severe reaction 


will be accompanied by major electrocardiographic 
changes, but there is a low correlation in the milder reac- 
tions between the severity of the reaction and the extent 
of the electrocardiographic changes. 

There was no demonstrable difference between the 
sexes in the electrocardiographic patterns obtained. Al! 
four women demonstrated changes varying from slight 
to major. Four of the 40 men did not show changes. Any 
apparent sex difference in degree of change must be con- 
sidered coincidental, pending analysis of a much larger 
series containing a much higher number of women. 

No significant correlation was found between the elec- 
trocardiographic changes observed and the age of the 
patient. All age groups studied showed electrocardio- 
graphic changes during the tetraethylthiuramdisulfide- 
alcohol reaction. All five of those in the 20 to 29 year 
age group showed electrocardiographic changes. 


COMMENT 


Although the literature on tetraethylthiuramdisulfide is 
large, relatively few reports have dealt with a detailed 
analysis of the electrocardiographic changes occurring 
during the reaction. Some reports dismiss the changes 
lightly in a sentence or two, not analyzing the changes 
in detail beyond mentioning ST and T wave alterations. 
A few reports have appeared ascribing serious cardiac 
complications to the tetraethylthiuramdisulfide-alcoho! 
reaction. 

The results reported in our study show electrocardio- 
graphic changes of a transitory nature in 91% of cases, 
and Raby and Lauritzen * reported changes in 90% oi 
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their series. This may give an exaggerated impression of 
the cardiac hazards of the reaction. Macklin, Sokolow, 
Simon, and Schottstaedt * reported one case of antero- 
septal myocardial infarction following a tetraethylthiu- 
ramdisulfide-alcohol reaction. This case has been quoted 
extensively in the literature on tetraethylthiuramdisulfide, 
but a critical appraisal of the factors involved has not 
been made. The case reported by Macklin and co- 
workers * was that of a 45-year-old white man taking 
tetracthylthiuramdisulfide, who drank ale equivalent to 
34 ml. of 90 proof whiskey. He reached the hospital in 
shock one hour after ingesting the alcohol. The patient 
was treated by inhalation of Carbogen (95% oxygen 
with 5% carbon dioxide), parenterally administered caf- 
feine and nikethamide, and elevation of the foot of the 
bed. In our clinic at present it is standard practice to ele- 
vate the foot of the bed; administer large doses of sodium 
ascorbate, up to 1.5 gm., intravenously, to compensate 
for the inhibitory effect of tetraethylthiuramdisulfide on 
oxidative enzymes *; give epinephrine (1:1000 solution) 
in small doses hypodermically, follow with ephedrine 
intramuscularly or intravenously when indicated; and 
start an intravenous infusion of glucose in sodium chlo- 
ride containing parenteral B complex and arterenol if 
the shock is profound or protracted. Elevating the foot of 
the bed was the only one of these measures employed in 
the case reported, and the patient remained in shock 
longer than three and one-half hours. One cannot, there- 
fore, attribute the unfortunate outcome in this case to a 
specific effect of the tetraethylthiuramdisulfide-alcohol 
reaction. Successful antishock measures taken immedi- 
ately might have prevented the infarction, which can be 
attributed to prolonged shock, an example of probable 
infarction without occlusion due to insufficient coronary 
circulation during the period of shock. 

Since this course of events is a real danger, the practice 
of deliberately allowing shock to continue when it occurs 
during the tetraethylthiuramdisulfide-alcohol reaction 
cannot be condemned too strongly. Regardless of the 
cause, shock is a hazardous experience for any patient, 
and it is a mistake to permit it to continue in the false 
hope of inducing a greater aversion to alcohol because of 
an extended shock experience. The tetraethylthiuramdi- 
sulfide-alcohol reaction must take place under the closest 
supervision in the hospital rather than in the physician’s 
office so that any untoward reaction can be immediately 
and adequately treated. 

There is one unpredictable, serious danger encoun- 
tered in the tetraethylthiuramdisulfide-alcoho! reaction. 
This is the delayed secondary reaction, usually occurring 
one to three hours after the initial reaction appears to 
have been terminated. The patient rapidly passes into 
shock without premonitory flushing but sometimes pre- 
ceded by nausea or vomiting. This complication is fortu- 
nately rarely seen, usually in a patient who has required 
treatment for shock during the initial reaction. Neverthe- 
less, the gravity of this complication is emphasized by 
Becker and Sugarman,® who reported a death in a 49- 
year-old white man with sudden respiratory arrest four 
and one-half hours after ingesting 1 oz. (28.35 gm.) of 
Whiskey under controlled observation. The patient ex- 
hibited labile blood pressure prior to the reaction, went 
into deep shock, and was in a state of collapse for over an 
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hour, but apparently recovered. Two and one-half hours 
after apparent recovery he suddenly ceased to breathe. 
The only possibly significant autopsy finding was a bi- 
lateral diffuse hyperplasia of the adrenal cortex. The dose 
of tetraethylthiuramdisulfide administered by Becker was 
in common use at that time, but higher than that now em- 
ployed in this clinic. 

In this study the changes in the electrocardiogram can 
be divided into three major groups. The commonest were 
alterations in the T waves and ST segments, primarily in 
the limb leads. Perhaps the most significant change was 
a marked tendency towards prolongation of the QT inter- 
val. The third major change was alteration in conduction 
as manifested by change in duration of the PR interval 
and QRS complex. The importance of these changes will 
be considered separately. In addition there were minor 
disorders of rhythm, consisting mainly of sinus arrhyth- 
mia usually associated with increased respiratory excur- 
sion during the reaction, and occasionally scattered ex- 
trasystoles, which were not considered significant. 

T wave changes consisted of lowering, flattening, or 
inversion. Most frequently, all the limb leads showed 
changes. Changes were observed as well in lead V-4 in 
27% of patients. Lead 3 showed the highest incidence of 
alterations, singly or in combination (85% of all pa- 
tients ). All limb leads were affected in 34%, leads 1 and 
3 in 20%, and lead 3 alone in 14%. Other combinations 
showed much lower incidence. The ST segment changes 
consisted of a depression of the entire ST segment, with- 
out sagging, and were of the pattern usually associated 
with ventricular strain.* The changes observed were not 
those of acute coronary insufficiency. In keeping with 
the greater incidence of T wave changes in lead 3, it was 
noted that there were changes in the ST segment in lead 3 
in 40% of cases, either singly or in combination with 
changes in the other leads. This is contrary to the findings 
of Raby and Lauritzen,’ who reported that most changes 
involved leads 1 and 2. The over-all pattern is best clas- 
sified as right ventricular strain, which is consistent with 
the finding by Raby and Lauritzen of a tendency toward 
disappearance of a left ventricular preponderance when 
previously present. Further evidence in support of this 
concept is provided by the case reported by Jones,’ in 
which a 29-year-old male patient died suddenly in a de- 
layed secondary reaction following an initial stormy 
tetraethylthiuramdisulfide-alcohol reaction. Autopsy re- 
vealed acute congestive right ventricular failure as the 
immediate cause of death. 

The significance of a prolonged QT interval is receiv- 
ing attention in the medical literature. Bellet and Finkel- 
stein * have reviewed 168 cases in which it was observed 
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and have noted QT prolongation in the following: elec- 
trolyte disturbances, myocardial abnormality or disease, 
myocardial anoxia, combinations of factors as in hypo- 
glycemia or avitaminosis, and effects of drugs such as 
quinidine. Lepeschkin and Surawicz® analyzed tech- 
“niques of measurement of the QT interval, and the effects 
of electrolyte disturbance on it. 

It is felt that the prolongation of the QT interval ob- 

served in this series is highly significant and deserves em- 
phasis. The predominant changes seen in the electro- 
cardiogram have shown the pattern of right ventricular 
strain and not acute coronary insufficiency. This is fur- 
ther borne out by the observation in a few cases that the 
administration of oxygen did not produce any apparent 
change in the electrocardiographic configuration. One 
must, therefore, attribute the prolongation of the QT in- 
terval to either or both of two factors: electrolyte im- 
balance with hypokalemia and hypocalcemia and/or 
myocardial anoxia. There is evidence to support the as- 
sumption that part, if not all, of the observed change is 
due to a direct toxic effect on the myocardium of one of 
the metabolites involved in the tetraethylthiuramdisul- 
fide-alcohol reaction. As mentioned previously, the ra- 
tionale for the use of ascorbic acid in the severe tetra- 
ethylthiuramdisulfide-alcohol reaction is to compensate 
for the enzyme blocking effect of tetraethylthiuramdisul- 
fide. It appeared that the electrocardiogram was favor- 
ably affected by ascorbic acid, with tendency to return to 
normal more quickly, although this was tried in an insuf- 
ficient number of cases to draw definite conclusions. On 
\the other hand, administration of oxygen did not appear 
to hasten a return to normal. This would indicate that 
the prolongation of the QT interval is the result of altera- 
tion of the internal metabolism of the myocardium and is 
not due to a deficiency of oxygen supplied to it. 


Consideration must be given to the possible role of 
the tachycardia itself in producing these changes. Nu- 
merous studies of the electrocardiogram during and after 
exercise and other conditions associated with tachy- 
cardia fail to reveal the electrocardiographic pattern 
seen in the tetraethylthiuramdisulfide-alcohol reaction. 
Smith *° noted that, in general, most normal persons, 
including a group with RS-T depression up to 1 mm., 
had a shorter QT ratio just after exercise than while 
resting. Yu, Bruce, Lovejoy, and McDowell": noted 
relative prolongation of QT during exercise, shortening 
during early recovery, and return to resting value during 
later recovery. In our analysis QT prolongation has been 
reported only when the values exceeded the upper limits 
of normal for heart rate and sex, as standardized by Ash- 
man and Hull. The changes observed in the QT interval 
cannot be regarded as a function of the tachycardia, since 
the changes occurred over a wide range of cardiac rate 
and were not seen in control electrocardiograms with 
similar tachycardia. 

As stated, the third type of change in the electrocardio- 
gram was the tendency in a few cases towards altered 
conductivity. In most of these, there was shortening of 
the PR interval and a decrease in the QRS duration. 
These changes can be explained on the basis of the tachy- 
cardia produced during the tetraethylthiuramdisulfide- 
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alcohol reaction. At the same time, they emphasize tha 
the reaction does not adversely affect the conduction sys. 
tem of the heart, which again argues against the concep, 
of coronary insufficiency during the reaction. There jg 
heightened conductivity and sluggish myocardial te. 
covery, implying that, in the tetraethylthiuramdisulfide. 
alcohol reaction, there is a direct reversible toxic infly. 
ence on the heart affecting the cardiac muscle alone. 


SUMMARY AND CONCLUSIONS 


Definite changes have been observed in the electro. 
cardiograms of 91% of 44 patients during the tetra. 
ethylthiuramdisulfide-alcohol reaction. The principal 
changes are lowering, flattening, or inversion of T waves; 
ST segment depression in one or more leads; and prolon. 
gation of the QT interval. The pattern of changes is the 
same as that seen in ventricular strain, mainly right ven- 
tricular strain. The pattern of acute coronary insuffici- 
ency has not been observed. 

There is strong evidence that some of the changes are 
due to a direct toxic effect on the myocardium of one or 
more of the metabolic products of the tetraethylthiuram- 
disulfide-alcohol reaction. This effect is reversible, sub- 
siding with recovery from the reaction, and also respond- 
ing to the administration of ascorbic acid, but apparently 
not to oxygen administration. 


The changes in the electrocardiogram indicate that 
tetraethylthiuramdisulfide should be withheld if there is 
any suspicion of cardiac abnormality. Every attempt 
should be made to keep the reaction as mild as possible 
consistent with sufficient severity for recognition by the 
patient. Shock should be combatted immediately and 
vigorously, to avoid superimposing the strain of shock 
and consequent coronary inadequacy on an already toxic 
myocardium. 


1200 E. Broad St. (19) (Dr. Hoff). 
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11. Yu, P. N. G.; Bruce, R. A.; Lovejoy, F. W., Jr., and McDowell, 
M. E.: Variations in Electrocardiographic Responses During Exercise: 
Studies of Normal Subjects Under Unusual Stresses and of Patients with 
Cardiopulmonary Diseases, Circulation 3: 368 (March) 1951. 





Visceral Aspects of Shoulder Pain.—Pain in the shoulder-neck 
area may arise from abdominal or thoracic viscera. Pain 
of abdominal origin usually presents no problem in differenti- 
ation from pain from orthopaedic causes. However, pain of 
thoracic origin, particularly that arising from infarction of 
the diaphragmatic portion of the lung, must always be con- 
sidered by the orthopaedist confronted with the problem of 
shoulder-neck pain. . . . Pain in the supraclavicular fossa 
and top of the shoulder in a patient in a_plaster-of-paris 
splint or in a patient recently operated upon, should be con- 
sidered due to pulmonary infarction until proved otherwise. 
If the diagnosis of infarct is wrong no great harm is done; 
if the diagnosis is missed the consequence may be fatal. 
Cardiac pain may also simulate shoulder and cervical pain. 
. . « However, the differential diagnosis of cardiac pain and 
that from an orthopaedic condition is usually not difficult. In 
angina, a history of typical effort pain in the past preceding 
angina at rest can usually be obtained, and the sudden steady 
pain of a myocardial infarction is not likely to simulate 
orthopaedic disease.—J. S. Leland, M.D., Visceral Aspects of 
Shoulder Pain, Bulletin of Hospital for Joint Diseases, April, 
1953. 
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ERYTHROMYCIN FOR INFECTIONS DUE TO MICROCOCCUS PYOGENES 


Wallace E. Herrell, M.D., Donald R. Nichols, M.D. 


and 


William J. Martin, M.D., Rochester, Minn. 


One of the most important current problems in the 
therapy of infectious disease is the management of infec- 
tions due to strains of Micrococcus pyogenes (Staphylo- 
coccus aureus) that are resistant to many antibiotics. We 
have attempted to evaluate the effectiveness of erythro- 
mycin in the treatment of such infections. Although we 
have used erythromycin in a variety of infections due to 
organisms susceptible to its action, this report is con- 
cerned only with the results obtained with its use in M. 
pyogenes infection. In most of these cases the organisms 
were relatively insensitive to penicillin, streptomycin, 
aureomycin, and oxytetracycline (Terramycin). 

There are indications that in the constant changes that 
are occurring in the bacterial population many strains of 
M. pyogenes are naturally or have become resistant to 
penicillin, streptomycin, aureomycin, and oxytetracy- 
cline; for example, it was evident in a report from the 
Mayo Clinic by Needham and Nichols * that 60% of the 
strains of M. pyogenes that occur among hospital patients 
were penicillin resistant by 1948. The incidence of strep- 
tomycin-resistant strains was 41% during the same year. 
For a short time during the period that streptomycin was 
largely omitted in favor of other antibiotics, the incidence 
decreased slightly; however, it increased again when mix- 
tures of penicillin and streptomycin came into more 
frequent use. It is evident in the same report that by 
November, 1951, the proportion of strains resistant to 
aureomycin and oxytetracycline had reached 36% . More 
recently, a similar survey * revealed that the proportion of 
strains of M. pyogenes resistant to aureomycin and oxy- 
tetracycline is 45 % . Todate, only rarely has a strain of M. 
pyogenes been found that is naturally resistant to erythro- 
mycin. The number of resistant strains may increase in 
the future, but, to date, erythromycin remains effective 
against the majority of such micro-organisms that are 
encountered. 

It has been our practice to employ penicillin, com- 
binations of penicillin and streptomycin, or the broad 
spectrum antibiotics in the treatment of staphylococcic 
infections when such infections were due to strains sen- 
sitive to these antibiotics. It is evident, however, that a 
large number of infections cannot be controlled with 
these agents or combinations of them, and in such cases 
erythromycin has proved of great value to date. The ex- 
perience we have had with erythromycin in the treatment 
of 54 patients forms the basis for this report. 


STAPHYLOCOCCIC SEPTICEMIA 


The results obtained with erythromycin in staphylo- 
coccic septicemia are shown in table 1. Eight of the 54 
patients treated had septicemia. There can be little doubt 
concerning the effectiveness of erythromycin in this type 
of infection, provided bacterial endocarditis has not de- 
veloped. It is evident from the results of sensitivity tests 
given in the table that almost all of the organisms were 
resistant to penicillin, oxytetracycline, and aureomycin 


but were reasonably sensitive to erythromycin. It should 
be pointed out that these sensitivity tests represent in- 
hibition and do not indicate the amounts of the antibiotics 
that would be required to obtain a bactericidal effect. 
Furthermore, it will be noted that in some instances the 
sensitivities shown were greater than 3.2 units per cubic 
centimeter for penicillin and in other instances greater 
than 10 units. This variation is due to the fact that during 
the course of the study the end point of the sensitivity 
test was changed from 3.2 to 10 units per cubic centi- 
meter. These cases of septicemia are of sufficient interest 
to warrant a brief summary of each. 

CasE 1.—A 12-year-old boy had had poliomyelitis of the 
bulbar type with some paralysis of the upper extremities. To 
maintain fluid intake, exposure and cannulation of veins of 
the lower extremities had been necessary in preparation for 
intravenous feeding. Cellulitis developed, and a septic course 
followed. Blood cultures were positive for M. pyogenes. Treat- 
ment included multiple transfusions and administration of 
oxytetracycline, aureomycin, penicillin, chloramphenicol, and 
sulfisoxazole (Gantrisin). The illness had continued for four 
weeks before the patient was admitted to our hospital service. 
There were signs of early osteomyelitis in the right elbow. 
Results of the sensitivity tests done are shown in table 1. 
The patient’s temperature and pulse rate curves are shown in 
the figure. 
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Clinical course of the patient in case 1 from the start of erythromycin 
therapy. Note the disappearance of fever within 48 hours. 


Erythromycin was administered in the amounts indicated in 
table 1 for 15 days. Within 12 hours after this therapy had 
been started, the temperature was normal and, except for one 
episode of slight temperature elevation, the patient remained 
afebrile throughout the course of treatment. The pain and 
limitation of movement in the elbow promptly subsided, the 
cellulitis subsided, and the patient made a complete recovery. 

CasE 2.—A patient had undergone a transurethral oper- 
ative procedure for removal of a neoplasm of the urinary 
bladder and had been dismissed from the hospital. The urine 
had contained M. pyogenes. Shortly after dismissal, extremely 
severe sepsis developed, and the patient was readmitted to the 
hospital with a temperature ranging between 104 and 105 F. 
Blood cultures showed M. pyogenes. The patient was critically 
ill and was unable to swallow. The organism was inhibited by 
0.4 “g of erythromycin per cubic centimeter. The patient re- 
ceived erythromycin by the intravenous route and also by 
means of a nasal tube. Within 48 hours the organism became 





From the Division of Medicine, Mayo Clinic. 

A large portion of the erythromycin used in these studies was supplied. 
by Eli Lilly & Company, Indianapolis, Abbott Laboratories, North Chi- 
cago, Ill., and the Upjohn Company, Kalamazoo, Mich. 

1. Needham, G. M., and Nichols, D. R.: Recent Changes in Sensi- 
tivity of Micrococcus Pyogenes to Various Antibiotic Agents, J. Lab. & 
Clin. Med. 41: 150-156 (Jan.) 1953. 

2. Needham, G. M.: Personal communication to the authors. 
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resistant to erythromycin, and despite intensive therapy with 
that antibiotic as well as with penicillin combined with 
streptomycin, the patient died. 

Case 3.—A patient had undergone mastoidectomy, and on 
the second postoperative day chills and fever developed. On 
one occasion, the temperature reached 105 F. The patient had 
been receiving penicillin and streptomycin. Blood cultures 
made during this therapy showed M-: pyogenes, 20 colonies 
per cubic centimeter. Sensitivity studies showed that more than 
10 units of penicillin per cubic centimeter and 0.78 ug of 
oxytetracycline and aureomycin per cubic centimeter were 
required to inhibit the organism. We decided to treat the 
patient with erythromycin, which inhibited the organism at a 
concentration of 0.4 ug per cubic centimeter. The amount 
given and the duration of treatment are shown in table 1. 
Blood cultures made 24 hours after treatment was begun were 
negative, and subsequnt cultures remained negative. The 
patient made an uneventful recovery. 

Case 4.—A patient had undergone transurethral resection 
for prostatic obstruction and urinary infection due to M. 
pyogenes. He had received penicillin in adequate dosage during 
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TABLE 1.—Results of Erythromycin Therapy in Septicemia Due to M. Pyogenes 


J.A.M.A., Aug. 22, 1953 


by the oral route. He made a satisfactory recovery from the 
septicemia, and the organism was eliminated from the urine. 
He later underwent transurethral resection, and four or five 
weeks after the original infection had disappeared, septicemia 
due to M. pyogenes again developed. The organism was stil| 
resistant to the antibiotics mentioned and was sensitive to 
erythromycin. A second course of 83 doses of erythromycin 
was given by mouth, and complete recovery occurred. It is 
interesting to speculate on whether this patient had a recur. 
rence or a reinfection, but, regardless of which was the Case, 
erythromycin was effective in eliminating M. pyogenes from 
the blood and urine on two separate occasions. 

Case 7.—Sepsis developed in a patient in the period follow- 
ing a transurethral operative procedure. He had received 
penicillin, sulfisoxazole, and aureomycin, without improve- 
ment. Blood cultures revealed M. pyogenes, which was resistant 
to penicillin, chloramphenicol, oxytetracycline, and aureomycin 
but was sensitive to erythromycin. The patient received eryth- 
romycin orally and made a complete recovery. 

Case 8.—A patient was admitted to the hospital with fever 
of unknown origin. Blood cultures revealed M. pyogenes. The 










Dose of Erythromycin 

























P > 10 units 


T and A = 0.78 wg. 300 6 
E = 0.4 ug. 
4 73 P > 10 units 400 6 
T and A > 6.2 ug. 
E = 0.4 wg. 
5 24 P > 3.2 units 300 6 
T and A > 6.2 weg. 
E = 0.4 wg. 
First course 
6 77 P > 10 units 300 6 
T and A > 6.2 wg. Second course 
E = 0.4 wg. 300 6 
7 73 P > 3.2 units 500 6 
C= 6.2 wg. 
T and A >6.2 wg 
E=08 ug. 
8 48 P > 3.2 units 300 6 
T and A = 3.1 ug 
E = 0.4 wg. 





Antibiotic r —H ~\ 
: . Sensitivity, Interval, Total No. 
Case Age, Yr. Per Ce.* ° Mg. Hr. of Doses 

1 12 P > 3.2 units 200 6 5 

S > 25 ug. 

E = 04 ug. 
2 60 P > 10 units 250 + 6 : 

yy d 400 6 






Results and Remarks 


58 Treatment with multiple transfusions, oxytetra- 
eycline, aureomycin, penicillin, chloramphenicol, 
and sulfisoxazole unsuccessful. Complete recovery 
with erythromycin 

9 Received erythromycin both orally and intravenously. 

Organism became resistant. Therapeutic failure 





Uneventful recovery 
16 


36 Organism resistant to penicillin, aureomycin, and 
oxytetracycline. Uneventful recovery with erythro- 
mycin therapy 


28 Uneventful recovery 


50 Blood cultures became sterile and first course dis- 
continued. Recurrence of septicemia, but organism 


83 of same sensitivity. Recovered after second 
course of erythromycin 

36 Organism resistant to all antibiotics except erythro- 
mycin. Complete recovery 


36 Initial response satisfactory. 
became positive. 
mycin. 


Blood cultures again 
Organism resistant to erythro- 
Therapeutic failure 



























+ Administered by intravenous route. 


the postoperative period, but chills and fever developed and 
he became extremely ill. Cultures of the urine and blood were 
positive for M. pyogenes. Results of sensitivity studies are 
shown in table 1. The patient received erythromycin by the 
oral route; within 48 hours after the start of treatment blood 
cultures became negative, and they remained so throughout 
his recovery. 

Case 5.—A patient with a bullous type of dermatitis had 
fever and had not responded to treatment with oxytetracycline 
and sulfonamides. On one occasion, his temperature rose to 
104 F, at which time blood cultures were positive for M. 
pyogenes. He was given erythromycin orally, the blood cul- 
tures became negative, and he recovered from the septicemia. 

Case 6.—A man, 77 years old, was admitted to the hospital 
because of a fractured tibia. Urinary obstruction developed, 
for which catheterization was required. The patient also had 
urinary infection due to M. pyogenes. After catheterization, 
the patient became critically ill. Blood and urine cultures were 
both positive for M. pyogenes. The organism was resistant to 
penicillin, oxytetracycline, and aureomycin but was sensitive to 
erythromycin. The patient received 50 doses of erythromycin 





3. Heilman, F. R.; Herrell, W. E.; Wellman, W. E., and Geraci, J. E.: 
Some Laboratory and Clinical Observations on a New Antibiotic, Erythro- 
mycin (llotycin), Proc. Staff Meet., Mayo Clin. 27: 285-304 (July 16) 1952. 





* Pp, penicillin; S, streptomycin; E, erythromycin; T, oxytetracycline (Terramycin); 








A, aureomycin; C, chloramphenicol. 





patient had been treated previously for this illness with peni- 
cillin, aureomycin, and oxytetracycline. During such treatment 
she had, on occasion, been symptomatically improved. A heart 
murmur was heard, and a presumptive diagnosis of bacterial 
endocarditis was made. The organism isolated from her blood 
at the time erythromycin therapy was begun was resistant to 
penicillin, oxytetracycline, and aureomycin. It was inhibited 
by 0.4 ug of erythromycin per cubic centimeter: of blood. 
Erythromycin was given orally, and the initial response was 
satisfactory, but during treatment blood cultures again became 
positive. The organism at this time was found to be completely 
resistant to erythromycin, and the patient died from bacterial 
endocarditis. 


There can be little doubt that erythromycin therapy 
proved lifesaving in six of these eight cases. It was evi- 
dent in one of the early reports on erythromycin from the 
Mayo Clinic * that bacteria could be made resistant to 
erythromycin in vitro but that considerable time was re- 
quired and the development of resistance was compara- 
tively slow. In the two cases reported in which failure oc- 
curred (cases 2 and 8), it is apparent that the bacteria 
became resistant in vivo with extreme rapidity and that 
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this rapid reversal of sensitivity to erythromycin is simi- 
Jar to that that has been seen to occur with streptomycin. 
Since bacteria at times appear to become rather rapidly 
resistant to erythromycin and since bactericidal levels of 
erythromycin in the serum of patients are not easily at- 
tainable with the doses usually employed, we would not 
recommend the routine use of erythromycin in the treat- 
ment of bacterial endocarditis due to M. pyogenes. 
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A satisfactory or excellent clinical result was obtained 
in eight cases (about 50% ), and a doubtful result or fail- 
ure occurred in nine. Although failure in a few instances 
was due to the fact that the organism became resistant to 
erythromycin, not all of the failures could be explained 
on this basis. In several instances the organism remained 
sensitive to erythromycin throughout the course of treat- 
ment, which in some instances was prolonged, yet it 


TaBLE 2.—Results of Erythromycin Therapy in Infections of Skeletal System and Soft Tissues Due to M. Pyogenes 





Dose of Erythromycin 


Antibiotie 
\ge, Source of Sensitivity, 
Case Yr. Diagnosis Culture Per Cc.* 
67 Postoperative Hip socket P > 3.2 units 
wound infee- S > 25 ug. 
tion T and A = 0.78 ug. 
E= 04 we 
1 ( Osteomyelitis, Abseess, right S—12.5 ug. 
both femurs buttock T and A > 6.2 ug. 
t= 0.4 we. 
41 Osteomyelitis, Postopera- P > 10 units 
temporal bone tive head T and A=1.5 wg. 
wound E=08 ug. 
| 7 Postoperative Operative P > 3.2 units 
wound infee- wound T and A > 6.2 ug. 
tion E = 04 ug. 
1: 3 Postoperative Craniotoiny P > 3.2 units 
meningitis and wound T and A > 6.2 weg. 


——A —, 
Inter- Total 
val, No.of 
Mg. Hr. Doses Results and Remarks 
First course Cultures became negative and wound gradually healed 
300 6 136 Satisfactory result 
Second course 
300 6 137 
400 6 36 Despite intensive treatment, cultures remained positive 
300 6 80 Poor result 
300 6 75 Wound gradually healed but response was slow. Organ- 
ism remained sensitive. Satisfactory result 
300 6 34 M. pyogenes eliminated after 10 days’ therapy. Wound 
still contained Escherichia coli, which was treated with 
oxytetracycline and streptomycin. Satisfactory result 
100 6 45 M. pyogenes not eliminated from wound. Died 
wound in fee- E = 0.8 wg. 
tion 
14 19 Infection after Infected scalp P > 3.2 units 400 6 103 Condition of wound improved but M. pyogenes not 
craniotomy wound T and A > 6.2 weg. 
C = 6.2 ug. 
N = 0.39 ug. 
E= 038 ug. 
1 ( Osteomyelitis, Draining P > 3.2 units 
thumb sinus T and A > 6.2 ug. 
C > 6.2 ue. 
E= 0.3 weg. 

21 Severe pyo- Skin Jesion P > 3.2 units 

derma T and A = 0.78 ue. 
C > 6.2 weg. 
E = 0.25 we. 

17 3 Infection in Postoperative P= 10 units 

bone graft wound T and A= 1.5 ug. 
E= 08 ug. 

18 69 Hip infection Postoperative P > 10 units 
after recon- wound T and A > 6.2 ug. 
structive E — 08 weg. 
operation 

if 36 Infection in Wound infee- P > 3.2 units 
bone graft, tion T and A > 6.2 ug. 
right tibia E = 0.4 wg. 

36 Postoperative Mastoid P > 3.2 units 
mastoiditis T and A= 1.5 ug. 

E = 0:8 weg. 

18 Infection in Heel P > 3.2 units 
lacerated T and A > 6.2 ug. 
heel C = 12.5 ug. 

E = 04 ug. 

42 Infection of Uleer P > 8.2 units 

ulcer T and A > 6.2 weg. 
E = 0.4 weg. 

4 Left hip infee- Wound P > 3.2 units 
tion aiter T and A = 0.78 ug. 
osteotomy E = 0.4 wg. 

j 42 Osteomyelitis, Drainage P > 10 units 
rib from rib T and A = 0.78 wg. 

E = 0.4 ug. 

4 Postoperative Drainage P > 10 units 
wound infee- from T and A > 6.2 ug. 
tion thigh E = 0.4 wg. 


First course 


eliminated. Result doubtful 


Marked improvement during first course. Organism re- 


300 6 80 appeared and became relatively resistant. Received 3 

Second course 24 courses of erythromycin. Failure 

500 6 ° 

Third course 

500 6 24 

500 6 5 Marked improvement, infection controlled. Excellent re- 

300 6 60 sult 

300 6 40 Excellent clinieal result 

300 6 26 Excellent clinical result 

200 6 9 

875 6 “4G Some clinical improvement but organism never eliminated 
from wound. Result doubtful 

400 6 8 Result doubtful. Erythromycin therapy discontinued be- 
cause Of nausea 

300 6 20 Erythromycin appeared to have no beneficial effect 

300 6 235 Value of erythromycin doubtful 

300 6 48 Temporary improvement. Later recurrence of drainage 
Failure 

300 6 21 Excellent result. Osteomyelitis healed 

125 6 15 Satisfactory clinical response 

100 4 118 





" P, penicillin; S, streptomycin; T, oxytetracycline (Terramycin); A, aureomycin; E, erythromycin; N, neomycin; C, chloramphenicol. 


| Administered by intravenous route. 


INFECTIONS OF THE SKELETAL SYSTEM AND 
SOFT TISSUES 


In 17 of the 54 cases included in this report erythro- 
mycin was used in the treatment of infections of the skel- 
etal system and soft tissues due to M. pyogenes. In most 
instances the organism was found to be resistant to the 
other currently available antibiotics but was reasonably 
sensitive to erythromycin. The source of culture in these 
cases, antibiotic sensitivities, doses used, duration of 
treatment, and results obtained are shown in table 2. 


was never completely eliminated from the wound. This 
may be due to the fact that, because of the type of infec- 
tion present, adequate amounts of the antibiotic could 
not reach the infected surface. It would appear, however, 
that erythromycin has a place in the treatment of some 
skeletal and soft tissue infections due to sensitive strains 
of M. pyogenes in which other antibiotics are relatively 
ineffective. Despite prolonged treatment in a number of 
these cases, no serious toxic effects were noted that could 
be attributed to the use of erythromycin. 
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STAPHYLOCOCCIC ILEOCOLITIS 


The occurrence of fatal staphylococcic enteritis fol- 
lowing the oral use of streptomycin was described in 1948 
by Kramer.* Zischka * has reported that this may also 
occur following the oral use of sulfaguanidine. Recently, 


Dearing and Heilman ° reported the occurrence of ileoco- 


litis owing to the growth of resistant strains of M. pyogenes 


in the intestinal tract of patients who had received aureo- 


mycin or oxytetracycline for preoperative preparation of 
the bowel. We have treated 14 patients with a condition 


diagnosed as staphylococcic ileocolitis. Although it is 
true that in the majority of these patients this condition 
occurred during aureomycin or oxytetracycline adminis- 
tration for preoperative preparation, it should be empha- 





MICROCOCCUS INFECTIONS—HERRELL ET AL. 


TABLE 3.—Results of Erythromycin Therapy in Ileocolitis Due to M. Pyogenes 


J.A.M.A., Aug. 22, 1953 


There can be no doubt that a large number of Persons 
among hospital personnel normally harbor strains of y 
pyogenes that are resistant to the broad spectrum anti. 
biotics. It is possible that patients admitted to the hospita| 
may acquire these organisms in their throat or nasal pas. 
sages by contact or through food and that the organism 
may thereby gain entrance into the intestinal tract, A; 
any rate, persons with or without ileocolitis may harbo; 
resistant strains of M. pyogenes in their stools for reasons 
other than the fact that they have received broad spec- 
trum antibiotics. The ileocolitis that occurs in the jm. 
mediate postoperative period is sometimes very severe. 
and the causative mechanism is not entirely understood. 
It seems reasonable to assume that the stress of a major 





Antibiotie 
Culture Sensitivity, 
Case Age, Yr. Source Per Cc.* Mg. 
26 45 Stool P= 0.5 unit 300 
T and A >6.2 ug. 
E — 0.4 wg. 
27 56 Stool Not done 400 
28 52 Bowel P > 10 units 400 
mueosa T and A > 6.2 ug. 
swab E = 0.8 wg. 
29 19 Stool P > 10 units 300 
T and A > 6.2 ug. 
E = 0.8 ug. 
30 44 Stool Not done 400 
31 32 Stool P > 10 units 400 
T and A > 6.2 ug. 
E = 0.4 ug. 
32 6 Stool P > 10 units 300 
and T and A > 6.2 ug. 
wound E = 0.8 ug. 
33 76 Stool P > 10 units 300 
and T and A > 6.2 ug. 
sputum E = 0.8 ug. 
34 50 Stool T and A > 6.2 wg. 300 
and E = 0.2 wg. 
wound 
35 63 Stool P > 0.1 unit 300 
T and A = 0.78 wg. 
E = 0.8 ug. 
Urine E= 0.4 ug. 
36 18 Stool P > 10 units 300 
T and A > 6.2 ug. 
E=08 ug. 
37 45 Stool P > 10 units 400 
T and A = 0.39 ug. 
E = 0.4 ug. 
38 66 Stool P > 10 units 400 
and T and A > 6.2 wg. 
bowel E=1.46 ug. 
mucosa 
swab 
39 55 Stool P > 10 units 300 
T and A > 6.2 ug. 
E = 0.4 wg. 





Dose of Erythromycin 






8 
Interval, Total No. 


Ir. of Doses Results and Remarks 

6 32 Diarrhea under contro! in 24 hr. Recovery 

6 27 Stool revealed usual flora in 72 hr. Recovery 

6 26 Patient very ill. Complete recovery 

6 24 Stool cultures showed return to usual flora. Re- 
covery 

6 19 Prompt control of fever and diarrhea. Recovery 

6 20 Diarrhea subsided in 24 hr. Stool showed return 
to usual flora. Recovery. Did not receive broad 
spectrum antibiotics 

6 9 Stool showed return to usual flora. Recovery 

6 72 Prompt control of symptoms. Recovery 

6 4 M. pyogenes eliminated from stools and abdom- 
inal drainage material. Complete recovery 

6 16 Staphylococcie colitis developed in hospital with- 
out exposure to broad spectrum antibiotics. 
Recovery 

6 10 Diarrhea subsided. Complete recovery 

6 26 Complete recovery 

6 15 Colitis developed in hospital without exposure to 
broad spectrum antibiotics. Complete and sat- 
istactory response to erythromycin therapy 

6 32 Was receiving oxytetracycline intravenously and 


streptomycin intramuscularly. Colitis devel- 
oped. Prompt response to erythromycin therapy 








* P, penicillin; T, oxytetracycline (Terramycin); A, aureomycin; E, erythromycin. 





sized that it can occur in patients hospitalized for other 
| reasons who have not received the broad spectrum anti- 
‘biotics; for example, 3 (those in cases 31, 35, and 38, 
table 3) of our 14 hospitalized patients had not received 
aureomycin or oxytetracycline. A fourth (the patient in 
case 39, table 3) had not received any antibiotic by the 
oral route, but staphylococcic ileocolitis developed in 
him while oxytetracycline was being administered intra- 
venously and streptomycin intramuscularly for septice- 
mia due to a gram-negative organism. 





4. Kramer, I. R. H.: Fatal Staphylococcal Enteritis Developing During 
Streptomycin Therapy by Mouth, Lancet 2: 646-647 (Oct. 23) 1948. 

5. Zischka, W.: Tédliche Gastroenterokolitis ungewOhnlicher bakteri- 
eller Genese bei einem Kind, Wein, klin. Wchnschr. 62: 409-411 (June 9) 
1950. 

6. Dearing, W. H., and Heilman, F. R.: Micrococcic (Staphylococcic) 
Enteritis as a Complication of Antibiotic Therapy: Its Response to 
Erythromycin, Proc. Staff Meet., Mayo Clin. 28: 121-134 (March 11) 1953. 





surgical procedure, with the probable release of large 
amounts of adrenocortical hormones, may in some way 
increase the susceptibility of the patients to invasion by 
Micrococcus organisms. 

Although it is true that this form of ileocolitis may at 
times be severe, it should rarely, if ever, be fatal if proper 
treatment is given. Its management is relatively simple, 
but the possibility of its occurrence must be kept in mind. 
Smears of stools and cultures should be obtained for any 
hospitalized patient with signs of ileocolitis, regardless 
of whether he is being given broad spectrum anti- 
biotics. To date, all the strains encountered in our 
hospital have been sensitive to erythromycin. If such a 
patient is receiving broad spectrum antibiotics, their ad- 
ministration is immediately discontinued, and the patient 
is given erythromycin orally. Within 24 to 72 hours clin- 
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ical improvement occurs, and a return to the usual flora 
is found on stool cultures. In our 14 cases oral adminis- 
tration of erythromycin in the doses indicated in table 3 
resulted in complete recovery of all the patients. Similar 
results are expected in the future, provided erythromycin- 
resistant strains are not encountered. 


MICROCOCCI IN COLON CONTENT WITHOUT 
SYMPTOMS OF INFECTION 
It was previously pointed out that patients may harbor 
M. pyogenes in their colon content without having symp- 
toms of infection. We have had five such patients (table 
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mycin. In all five patients oral administration of 300 or 
400 mg. of erythromycin every six hours promptly elimi- 
nated M. pyogenes from the stools. 


MISCELLANEOUS STAPHYLOCOCCIC INFECTIONS 

Ten of our 54 cases were classed as miscellaneous in- 
fections. The diagnosis, source of the culture, and other 
pertinent data are summarized in table 5. There was one 
example (case 45) of meningitis due to a strain of M. 
pyogenes that was relatively resistant to penicillin and the 
broad spectrum antibiotics but that was sensitive to eryth- 
romycin. There were two examples (cases 46 and 49) of 


TABLE 4.—Results of Erythromycin Therapy for M. Pyogenes in Colon Content Without Occurrence of Symptoms 





Dose of Erythromycin 








Antibiotie — = =? 
Culture Sensitivity, Interval, Total No. 
Case Age, Yr. Source Per Ce.* Mg. Hr. of Doses Results and Remarks 
40 71 Bowel Not done 400 6 16 Stool showed prompt return to usual flora, with 
mucosa elimination of M. pyogenes 
swab 
$1 66 Bowel P > 10 units 300 6 14 M. pyogenes eliminated from stool 
mucosa T and A > 6.2 wg. 
swab E = 08 neg. 
4? 31 Stool Not done 800 6 35 M. pyogenes eliminated from stool 
43 55 Stool Not done 300 6 14 Stool showed return to usual flora, with elimina- 
tion of M. pyogenes. Later died from meta- 
statie carcinoma 
4 6 Bowel P > 10 units 400 6 24 Stool showed return to usual flora, with elimina- 
mucosa T and A > 6.2 zg. tion of M. pyogenes 
swab E = 0.8 wg. 
* p, penicillin; T, oxytetracycline (Terramycin); A, aureomycin; E, erythromycin. 


TaBLeE 5.—Results of Erythromycin Therapy in Miscellaneous Infections Due to M. Pyogenes 





Antibiotie 
Age, Culture Sensitivity, 
Case Yr Diagnosis Source Per Ce.* 
45 66 Meningitis Spinal P > 3.2 units 
fluid T and A = 3.1 wg. 
4( 78 Urinary in- Urine P > 10 units 
fection T and A > 6.2 wg. 
E < 0.2 weg. 
$ 42 Throat infee- Throat P > 10 units 
tion T and A > 6.2 ug. 
E = 0.4 wg. 
18 5 mo, Collapsible Trachea P > 10 units 
trachea T and A > 6.2 we. 
E = 0.4 weg. 
19 51 Urinary in- Urine Not done 
fection 
i7mo. Cystie dis- Throat P > 3.2 units 
ease of pan- T and A > 6.2 we. 
creas with E = 0.4 pg. 
pneumonitis 
l 17 Pharyngitis Throat P > 3.2 units 
T and A > 6.2 wg. 
E = 0.8 ug. 
43 Purulent Nose P > 3.2 units 
rhinitis A > 6.2 ug. 
O = 3.1 ag. 
E = 0.2 wg. 
67 Postoperative Pleural P > 10 units 
empyema fluid T and A > 6.2 wg. 
E = 0.4 wg. 
H 18 Acute septic Throat P = 10 units 


T and A = 
E = 0.8 ag. 


tonsillitis 0.78 ue. 


Dose of Erythromycin 





cris 
Total 
Interval, No. of 

Mg. Hr. Doses Results and Remarks 

400 6 31 Striking response. Complete recovery 

500 6 35 

800 6 4 M. pyogenes eliminated from urine 

400 6 21 

300 6 15 M. pyogenes eliminated from throat and 
stool 

50 12 18 Temperature promptly subsided. M. pyogenes 
eliminated from sputum 

00 6 0 Urinary infection promptly cleared 

50 6 65 M. pyogenes eliminated from throat, but died 
of primary disease 

375 ( 17 M. pyogenes disappeared from throat cultures. 
Infection cleared 

300 6 28 Prompt clinical response. Cultures became 
negative 

300) 6 16 Excellent response to treatment 

300 6 19 Clinical improvement, but a few organisms 


still present when treatment discontinued 





* P, penicillin; T, oxytetracyclipe (Terramycin); A, aureomycin; E, erythromycin; C, chloramphenicol. 


4). All of these patients had received one of the the broad 
spectrum antibiotics in preparation for an operation. 
Routine cultures of material obtained by swabbing the 
bowel mucosa or cultures of the stool revealed the pres- 
ence of M. pyogenes. Sensitivity studies were done for 
only two of the five patients, but in both the organisms 
were of the type usually seen in such cases. The organisms 
were not inhibited by 10 units of penicillin per cubic 
centimeter or by 6.2 »g of oxytetracycline or aureomy- 
cin per cubic centimeter. They were sensitive to erythro- 


infections in the urinary tract due to resistant strains of 
M. pyogenes. The use of erythromycin by the oral route 
resulted in elimination of this organism from the urine. 
There were five instances in which a resistant strain of 
M. pyogenes was found in the nose or throat of per- 
sons with acute infections of the nose or throat. In four 
of these the organism was promptly eliminated and clin- 
ical improvement occurred; the fifth improved clinically, 
but a few micro-organisms were still present in the throat 
when treatment was discontinued. 
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In a case of postoperative empyema due to a M. pyo- 
genes erythromycin appeared to be effective. The organ- 
ism was resistant to penicillin, oxytetracycline, and aureo- 
mycin but was sensitive to erythromycin. M. pyogenes 
was isolated from the trachea of a child with a collapsible 
trachea and pneumonitis. The organism was resistant to 
penicillin, oxytetracycline, and aureomycin but was sen- 
sitive to erythromycin. It was eliminated from the tracheal 
secretions after treatment with erythromycin. 


DOSAGE AND METHODS OF ADMINISTRATION 

For the average adult patient, the oral dose of erythro- 
mycin that we give is 300 to 400 mg. every six hours. This 
represents a daily dose of 20 to 25 mg. per kilogram of 
body weight. Doses in excess of 400 mg. every six hours 
given orally may cause gastrointestinal irritation, which 
takes the form of nausea, rarely vomiting, and occasion- 
ally loose stools. Preparations of the drug now are avail- 
able for intravenous administration. This form of therapy 
is used only in persons who for any reason cannot take the 
preparation orally. The average adult dose for intrave- 
nous administration is 250 mg. dissolved in the buffer 
solution and given every six or eight hours. The intra- 
venous route should not be used for patients with ileoco- 
litis. If for any reason a patient cannot swallow, the 
erythromycin can be introduced into the intestinal tract 
through a gastric tube. 


SUMMARY AND CONCLUSIONS 


Many strains of Micrococcus pyogenes (Staphylococ- 
cus aureus) are naturally or have become resistant to 
penicillin, streptomycin, aureomycin, and oxytetracycline 
(Terramycin ). In infections due to these resistant strains 
we have employed erythromycin in an attempt to evaluate 
the effectiveness of this antibiotic in the treatment of 
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such infections. To date, only rarely has a strain of M. 
pyogenes been found to be naturally resistant to erythro- 
mycin. Only further experience will determine to what 
degree M. pyogenes may develop resistance to this anti- 
biotic. We have used erythromycin in the treatment of 
54 patients with various types of infections due to strains 
of M. pyogenes that were found to be resistant to the 
more commonly employed antibiotics. 

Erythromycin proved highly effective and in some 
instances lifesaving in the treatment of six of eight pa- 
tients with staphylococcic septicemia. In the two cases in 
which this treatment failed the organism rapidly became 
resistant to the antibiotic in vivo, and the patients died 
from bacterial endocarditis. Satisfactory clinical response 
followed the use of erythromycin in infections of the 
skeletal system and soft tissues in about half of 17 cases. 
In some failure was attributable to the development of 
resistance, but in others failure resulted for other reasons. 
Erythromycin was successfully used in 14 cases of staph- 
ylococcic ileocolitis, and it was effective in eliminating M. 
pyogenes from the stools of 5 patients who harbored the 
organism in their intestinal tracts but who had no symp- 
toms. Erythromycin was effective in a variety of miscel- 
laneous infections due to M. pyogenes, including menin- 
gitis and throat and urinary tract infections. To date, no 
serious toxic reactions have been encountered after the 
use of erythromycin in the amounts employed in this 
series. 

Erythromycin appears to be an effective antibiotic in 
the treatment of a number of infections due to M. pyo- 
genes. Its widespread routine or indiscriminate use may 
in time result in the appearance of more resistant strains, 
but the extent to which this will occur is, at present, a 
matter for speculation. 





Hellerstrém, of Stockholm, first mentioned the possi- 
bility of cutaneous tuberculosis developing in abrasions 
from public swimming pools. He described six facial le- 
sions, five of which followed abrasions sustained in the 
same pool.' Water and sediment from the pool involved 
in the sixth case produced tuberculosis in a guinea pig. 
With material from the infected animal, tubercle bacilli 
were grown on a special medium. Hellerstr6m’s patients 
were males, aged 14 to 29 years, with no history of tuber- 
culosis. In five pulmonary findings were normal, and in 
the sixth there were small hilar calcifications. In five the 
tuberculin reaction was negative before and positive after 
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the injury. The clinical picture was strikingly uniform, 
with soft reddish-brown papules, pinhead to split pea 
in size and crusted and coalescent. The initial swim- 
ming pool abrasions became covered with epithelium 
but gave rise to granulomas without a period of per- 
fect healing. Diascopy showed lupus vulgaris nodules. 
The regional lymph nodes were not enlarged or only 
slightly so. The lesions appeared three to six weeks after 
the injury. Histological features were compatible with, 
but not diagnostic of, lupus vulgaris. There were collec- 
tions of epithelioid cells, and all but one lesion showed 
giant cells of the Langhan type. Acid-fast bacilli were 
found in one case, and these were few. Cultures and 
guinea pig inoculations yielded no organisms. Treatment 
included ultraviolet light baths, Finsen lamp exposures, 
calciferol by mouth, and (in one case) p-aminosalicylic 
acid. These lesions healed in three to nine months. 
Hellerstrém believed that a high degree of allergy de- 
veloped rapidly in these nontuberculous persons because 
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of the superficial nature of the inoculation, avoiding the 
traditionally violent primary tuberculous complex of the 
skin, with ulceration, destruction, and regional lymph 
node involvement. Lupus vulgaris occurs in persons pos- 
sessing some degree of allergy or immunity to the tubercle 
bacillus. The absence or scarcity of tubercle bacilli sug- 
gests the importance of an immunobiological factor. 

Sulzberger and Baer,’ in commenting on Hellerstrém’s 
report, described the case of a young man in New York 
in whom small groups of lupus vulgaris nodules devel- 
oped on the bridge of his nose. Hellerstro6m had seen the 
patient and elicited a history of an abrasion on the nose 
incurred in a dive into a swimming pool. Tolmach and 
Frank,’ in an intensive study, found no tubercle bacilli 
or silica. 

Cleveland,‘ of Vancouver, reported four cases of pos- 
sible primary tuberculous infections of the skin, which 
complicated abrasions produced in a public swimming 
pool. Clinical and histological evidence suggested tuber- 
culosis of the skin in each, although no acid-fast bacilli 
were found. Two of his patients had negative results in 
tuberculin tests, and two were not tested. Histological 
examination showed tuberculoid changes in three lesions, 
but the fourth patient had only a diffuse granulomatous 
structure, with abundant lymphocytes and giant cells. 
These lesions responded to roentgen therapy within three 
to five months, although destruction with solid carbon 
dioxide was necessary for residual lesions in one case. 
Williams found four more cases from the same pool. 
Cleveland has an open mind regarding etiology, in view 
of the lack of definite proof that the lesions were due to 
local inoculation with tubercle bacilli.° 

Shaw * saw 10 or 12 patients with granulomatous le- 
sions on the knee, elbow, or nose, all of whom sustained 
abrasions in a swimming pool in Seattle. He concluded 
that the lesions were not tuberculous because there was 
no laboratory proof and because they all healed within 
afew months. Sulzberger and Baer * believe that this con- 
dition should be recognized as a syndrome. There is con- 
siderable difference of opinion regarding etiology. Baer 
has pointed out the possibility of smegma bacilli (which 
resemble tubercle bacilli) being present in swimming 
pools in large numbers and causing tuberculoid struc- 
tures. Szymanski inoculated eight persons with smegma 
bacilli. In three lesions developed that had a tuberculoid 
architecture 14 to 30 days afterwards. 

Tolmach * suggested that silicates used as purifiers in 
swimming pools might cause granulomas. More recently 
Briick * reported inoculation lupus in a man, aged 23 
years, that developed after a swimming pool abrasion. 
Tubercle bacilli of the human type were cultured from the 
lesion and subsequently produced tuberculosis in guine« 
pigs. Briick believes that two different types of infections 
may result from swimming pool injuries: inoculation 
lupus vulgaris and so-called mycobacteriosis balne- 
area, as reported by Nordén and Linell* and Zetter- 
gren.° Nordén and Linell concluded that in the more 
than 80 cases (first observed by Herlitz *° in Orebro, 
Sweden) Koch’s bacillus was not responsibie. They be- 
lieved that the infections were due to a type of Mycobac- 
terium that was different biologically from Myco. tuber- 
culosis. In practically every one of the Orebro cases the 
elbow was the site of injury. The lesion commenced as a 
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papule that ulcerated and then healed spontaneously after 
6 to 24 months. Nordén and Linell succeeded in demon- 
strating Myobacterium micro-organisms not only in the 
ulcers but in the water and on the walls of the pool. Ce- 
ment from the pool wall rubbed into the skin of a rabbit 
produced tissue changes similar to those in the human 
lesions. In some preparations, a tuberculoid structure 
was observed, sometimes with central fibrinoid necrosis. 
Staining by the Gram and Ziehl-Neelsen methods re- 
vealed no organisms. In cultures, however, there were 
acid-fast organisms indistinguishable from tubercle ba- 
cilli. Guinea pig inoculations were nonproductive, but 
intraperitoneal injections into mice resulted in ulcera- 
tions along the tail and swellings and ulcerations of the 
feet that were filled with acid-fast bacilli. 

Zettergren observed six skin lesions following swim- 
ming pool injuries. They were similar clinically to those 
described by Nordén and Linell. Attempts at demon- 
strating tubercle bacilli were unsuccessful. Zettergren felt 
that the causative agent was probably Myco. marinum, 
or a closely related species. It should be emphasized that 
the lesions reported by Hellerstrém were clinically those 
of lupus vulgaris and that they occurred on the nose. In 
Nordén and Linell’s cases, and in Zettergren’s, the le- 
sions were on the elbow and were ulcerated. Heller- 
strom ** now believes, with Briick, that there are two 
types of swimming pool infections. One is inoculation 
lupus, and the other is the ulcerative type of lesion on the 
elbow, presumably caused by Myco. marinum. 

The question of silica granuloma deserves special at- 
tention. This possibility must be ruled out in post- 
abrasion skin granulomas generally.'* These lesions were 
originally described by Shattuck in 1916, and the liter- 
ature up to March, 1950, plus further case studies have 
been reviewed by Sommerville and Milne.'* These le- 
sions are reddish, rather soft papules or tumors that clin- 
ically are suggestive of cutaneous sarcoidosis. They may 
follow abrasions, especially those acquired on sandy 
walks or roads or from sandblasting, but their appearance 
usually is delayed for months or years after injury. Histo- 
logically, there is a sarcoid-like reaction with clusters of 
epithelioid cells, giant cells, and perhaps even amorphous 
crystalline particles in routinely stained sections. Under 
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polarized light, however, one sees angular colorless par- 
ticles of silica (silicon dioxide), which are highly refrac- 
tile. Silicon is a dark gray, opaque, and needle-like crys- 
talline material; at times it may have octahedral platelets. 
It does not occur free in nature; it is found as silica 
(quartz and sandstone) or as silicates (feldspar [ortho- 
clase, kaolinite, or anorthite]). Evans *° pointed out that 
silica is a “fibrosive” material and that Carborundum is 
not. Mica is a symmetrical silicate known to be benign in 
tissues. The pathogenesis of silica granuloma is very 
much like that of silicosis of the lungs. 


REPORT OF CASES 


Nine cases in which a clinical diagnosis of tubercu- 
losis verrucosa cutis was made are herein reported. The 
same pool was used by all patients except the one in 
case 6. In all cases except cases 7 and 8 examination of 
serial tissue sections stained by the Ziehl-Neelsen and 
Hotchkiss McManus techniques, and under the polari- 
scope showed no tubercle bacilli, deep fungi, or silica. 
When roentgen therapy was given, the factors were 76 
kv., 5 ma., 8 in. target-skin distance, no filtration, half- 
value layer, 0.75 mm. Al. 


Case 1.—A 20-year-old man abraded his left knee in 1950. 
The abrasion healed over but became warty and granuloma- 
tous. A tuberculin patch test in August, 1952, gave positive 
results. Histological changes were nonspecific, with small round 
cell masses. The lesion was given 600 r in divided doses. Re- 
sponse was slow. On Oct. 27, 1952, isoniazid in a dose of 
150 mg. daily by mouth was prescribed (his weight was 130 
Ib. [59 kg.]). After nine days the lesion healed. The patient 
then struck the knee while doing acrobatic dancing, and one 
small granulomatous papule reappeared. He was again treated 
with isoniazid, and the lesion healed. 

CasE 2.—A 13-year-old schoolgirl abraded both knees in 
March, 1951. When she was seen six or seVen months after 
the injury, there was a warty, granulomatous, reddish, super- 
ficially scaling lesion on the left knee, 3 by 3 cm. in diameter. 
A tuberculin patch test gave no reaction after 48 hours. 
Histological examination showed pseudoepitheliomatous hyper- 
plasia, rather sparse collections of small round cells, some 
tubercle formation, but no giant cells. The patient was given 
975 r in divided doses and 100,000 units of calciferol by mouth 
in two separate courses of a month each, without response. 
On Nov. 6, 1952, she began taking isoniazid, 150 mg. daily 
by mouth, which promptly healed the lesion. One small area 
recurred two months later and was removed electrosurgically. 

CasE 3.—An 11-year-old schoolboy abraded his left knee. 
When he was seen four months later there was a 3 by 3 
cm. granulomatous, dusky red and scaly lesion. A tuberculin 
patch test was positive. Histological examination showed 
pseudoepitheliomatous hyperplasia, dense collections of small 
round and epithelioid cells, no definite tubercle formation, no 
giant cells, and no caseation necrosis. A roentgenogram of 
the chest showed no evidence of tuberculosis. The lesion was 
given 775 r in divided doses, but it did not respond. Isoniazid, 
150 mg. daily for one month, was not helpful. 

Case 4.—An 8-year-old schoolgirl abraded her left knee in 
the summer of 1951. The abrasion never healed entirely, and 
thickened, dark reddish scaly lesions developed at the site. 
Tuberculin test was negative five years before and negative 
six months after the injury. In September, 1951, she was found 
to have three separate granulomatous lesions, one of them 
2 by 2 cm. in size and the others 0.5 cm. in diameter. 
Histological examination showed a nonspecific granuloma 
without definite tubercle or giant cell formation. The lesions 
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were given 1,250 r in divided doses. They healed within six 
months. The patient also took 100,000 units of calciferg) 
daily by mouth for one month. 


Case 5.—An 8-year-old schoolboy abraded his left knee oy 
a schoolground in the summer of 1951 and, while the lesion 
was still denuded, went swimming. The denuded area failed tg 
heal entirely, giving rise to warty, granulomatous and Scaly 
papules 2 by 2 cm. in diameter. A tuberculin patch test per- 
formed in May, 1952, gave a positive reaction. Histological 
examinations showed pseudoepitheliomatous hyperplasia, many 
small round cells in dense clusters, interspersed with some 
polymorphonuclear leukocytes, collections of epithelioid cells 
to form large tubercles, and numerous giant cells. The lesion 
was given 750 r in divided doses and healed entirely within 
five months. 


CasE 6.—A 17-year-old schoolboy abraded his left knee 
during the summer of 1951. The abrasion became covered 
with epithelium but immediately gave rise to granulomatous, 
dusky red, scaly lesions in an area 3 by 3 cm. in size. Histo. 
logical examination showed pseudoepitheliomatous hyperplasia, 
small round cells, and epithelioid cells that formed tubercles; 
there were a number of Langhan’s giant cells. A tuberculin 
patch test was positive. The lesion healed, with the exception 
of one papule 1 cm. in diameter, after the administration of 
550 r in divided doses. For the residual lesion, isoniazid was 
prescribed in a dose of 150 mg. daily by mouth. The final 
outcome is not yet known. 


CasE 7.—A 13-year-old schoolboy was seen on Jan. 11, 
1952, with a reddened, warty and scaly growth, 1.3 by 1.3 cm. 
in size, over the knuckle of his right index finger, of seven 
months’ duration. He had scratched the area on the side of 
a public swimming pool. An intradermal tuberculin test gave 
a strong reaction. Roentgenographic examination of the lungs 
on Feb. 13, 1952, showed a small area of increased density 
at the right base and probable mediastinal adenopathy. His- 
tological examination showed tremendously thickened epidermis 
and a small acute ulceration superficially. Deeper, there was 
a granulomatous inflammatory reaction with distinct small 
tubercles, many Langhan’s giant cells, and a suggestion of 
caseation. Acid fuchsin stains did not reveal organisms, and 
the lesions did not suggest sarcoid. There were no foreign 
body particles. He was given streptomycin by injection and 
p-aminosalicylic acid by mouth. The lesion shrank somewhat 
but was still present on Dec. 31, 1952. It was then excised, 
and biopsy material was injected intraperitoneally into two 
mice. No abnormalities resulted. 

Case 8.—A 16-year-old schoolgirl abraded the front of her 
right ankle in October, 1951. This abrasion failed to heal 
entirely. A papular, reddish, crusted lesion 1.5 by 2 cm. 
developed. With crust removed, the surface was warty and 
granular. “Apple jelly” nodules were not evident on diascopic 
pressure. Direct microscopic examination of scales from the 
lesion, using potassium hydroxide, showed no evidence of 
fungus infection. Biopsy showed moderate hyperkeratosis and 
parakeratosis covering a marked acanthosis and spongiosis. 
Papillary capillaries were dilated and surrounded by dense 
lymphocytic infiltration. In one capillary body there was a 
group of epithelioid cells, surrounded by an intense zone of 
lymphocytic infiltration. At one end of the section there were 
numerous abscesses of polymorphonuclear leukocytes. Acid 
fuchsin stain showed no tubercle bacilli. The histological 
picture was compatible with tuberculosis verrucosa cutis. An 
intradermal tuberculin test gave a positive reaction on Feb. 23, 
1952. Roentgen examination of the chest showed no abnormali- 
ties. In March, 1952, the lesion was destroyed by electro- 
surgery. Formation of a thick scar followed, but the scar re- 
sponded to roentgen therapy. 


Case 9.—A 20-year-old man abraded his left knee in a 
San Francisco pool in December, 1951. A 7 by 3 cm. granu- 
lomatous plaque developed and persisted. Erythema nodosum 
developed on both legs. This, however, cleared spontaneously 
after a number of weeks. A chest roentgenogram showed no 
evidence of tuberculosis. Results of tuberculin tests are not 
known. Histologically there were groups of closely packed 
tubercles and macrophages accompanied by multinucleate1 
giant cells of the Langhan’s type, with surrounding collars of 
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lymphocytes, plasma cells, and histiocytes. Acid-fast bacilli 
and fungi were not demonstrated by special strains; cultures 
presented no growth. Adjacent to the markedly granulomatous 
process there was much scarring with perifollicular and peri- 
glandular fibrosis with deposition of brown pigment, which 
took the stain for iron. Dr. Black raised the question of a 
granulomatous reaction to some constituent of the tile or 
grout in the swimming pool and suggested the advisability of 
chemical analyses of these materials and perhaps experiments 
with animals to determine if some chemical like beryllium 
were present. The entire lesion was excised on Feb. 13, 1953. 


No history of tuberculosis was given in any of the 
ases, and tuberculin tests were performed prior to the 
injury only in cases 4 and 8. In case 4 a test done four 
years previously was negative. In case 8 there were prior 
positive tuberculin tests but no findings of tuberculosis 
and no family history of it. A pulmonic density in case 7 
was the only evidence of pulmonary tuberculosis. Guinea 
pig inoculation was negative in cases 1, 2, 3, and 7 and 
was not done in the other cases. 

Two additional patients with lesions that were clini- 
cally diagnosed as tuberculosis verrucosa cutis and that 
did not follow swimming pool abrasions were studied, but 
no tubercle bacilli, deep fungi, or silica were found. 
Guinea pigs were inoculated in these two cases. 


COMMENT 

The lesions in these patients differ sharply in one re- 
spect from those found in the patients of Hellerstr6m, 
Cleveland, Briick, and others. They were typical clini- 
cally of tuberculosis verrucosa cutis, whereas previously 
reported lesions were of the lupus vulgaris type. Lupus 
vulgaris is a rarity in California. Hellerstr6m stresses the 
fact that his cases were not those or ordinary lupus vul- 
garis but seemed to be the result of superficial inocula- 
tion of the skin with the tubercle bacillus, bypassing a 
violent primary tuberculous complex of the skin. He as- 
sumed that these lesions pass through a fleeting phase of 
a primary complex and rapidly develop typical nodules 
of lupus vulgaris. The very superficial nature of the inocu- 
lation presumably allowed this sequence of events to 
occur. Our patients belonged to the age group (8-20 
years ) in which one would not expect to see the reinocu- 
lation type of tuberculosis of the skin, such as verruca 
necrogenica or tuberculosis verrucosa cutis. There is no 
way of showing that these lesions are not the reinocula- 
tion type of tuberculosis, and yet, if Hellerstr6m’s thesis 
is correct, it is possible that the superficial nature of the 
inoculation may have produced some degree of resistance 
within the host, without the development of a primary 
complex, and may have given rise to a reinoculation type 
of cutaneous tuberculosis that is more commonly seen in 
California, namely, tuberculosis verrucosa cutis. 

Attempts were made to establish an_ etiological 
diagnosis. No tubercle bacilli were found in any of the 
histological specimens, in spite of examination of serial 
sections stained with acid fuchsin. In four patients whose 
lesions were biopsied for guinea pig inoculation, no evi- 
dence of tuberculous infection was found. Sulzberger and 
Goodman ** have shown that it may be very difficult to 
demonstrate tubercle bacilli in clinically typical lesions 
of cutaneous tuberculosis. Deep fungus infections, not- 
ably blastomycosis, were ruled out by examination of 
serial sections stained with the Hotchkiss McManus 
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technique. Silica granuloma or a granuloma from silicates 
used as purifiers in swimming pools has been eliminated 
by examination of serial sections under the polariscope. 
In addition, the clinical history and course is radically 
different in silica granuloma. The suggestion by Sulzber- 
ger and Baer that these lesions might be the result of in- 
oculation with smegma bacilli, which resemble tubercle 
bacilli, has not been proved or disproved. The possi- 
bility that smegma bacilli may be present in swimming 
pool water and/or sediment cannot be denied. Szyman- 
ski has produced tuberculoid lesions by inoculating 
smegma bacilli into the skin. The response to treatment is 
somewhat suggestive in regard to etiology. The fact that 
the lesions responded rather rapidly, although incom- 
pletely, in two patients treated with isoniazid is suggestive 
of a tuberculous nature.*’ It is known that both tubercu- 
losis verrucosa cutis and verruca necrogenica may heal 
spontaneously. Our patients’ lesions tended to heal within 
a period of six months, under the influence of x-ray ther- 
apy, calciferol by mouth, or isoniazid. 

Valuable indirect evidence as to etiology would result 
if tubercle bacilli could be cultured, using the water or 
sediment from the public pool frequented by most of 
these patients. The San Francisco Department of Public 
Health has done such studies, without recovering organ- 
isms. It is apparent from the reports of Hellerstr6m and 
others that viable tubercle bacilli can be found in public 
plunges. It has been shown that resurfacing the pools with 
smooth tile and raising the chlorine content will eliminate 
the incidence of these lesions. Cleveland has suggested 
that swimming pools might be a source of more serious 
tuberculous infection if they are capable of producing le- 
sions of the type mentioned in this study. This cannot 
be denied. On the basis of clinical experience, however, 
it would appear that, in lesions resulting from swim- 
ming pool abrasions, changes are benign and somewhat 
self-limited in nature. Furthermore, they are relatively 
uncommon. Twenty-six to 28 cases have been recog- 
nized on the North American continent. 


SUMMARY 

Attention is drawn to the possibility of tuberculous 
infections following abrasions in swimming pools by 
Hellerstr6m of Sweden. He presented the first case of 
“swimmers’ lupus” in 1932. In 1951 he reported six such 
cases. 

This study includes seven children and two young 
adults. Six of these persons had clinical tuberculosis ver- 
rucosa cutis on the left knee following abrasions sus- 
tained in swimming pools. The site of injury in the seventh 
case was the right index finger and in the eighth, the front 
of an ankle. Eight patients had been in the same pool. 
Tubercle bacilli were not found, although serial sections 
were examined. Most of the patients had positive tuber- 
culin tests following the injuries. Silica granuloma was 
ruled out by examination of serial sections with the 
polariscope and deep mycotic infections by Hotchkiss 
McManus stains. Guinea pig inoculations in four cases 
failed to demonstrate tubercle bacilli. Most lesions re- 





16. Sulzberger, M. B., and Goodman, J.: Tuberculoderms, M. Clin. 
North America 20: 995-1007 (Nov.) 1936. 

17. Chemotherapy and Intracellular Tubercle Bacilli, editorial, J. A. 
M. A. 151: 47 (Jan. 3) 1953. 
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sponded within three to six months, either with conserva- 
tive roentgen therapy, calciferol, or, in two resistant 
cases, with isoniazid, which promptly cleared the lesions. 

No causative agent was demonstrable in any of these 
cases. There is a need for emphasizing the existence 
of the problem. It is of public health importance. As sug- 
gested by Sulzberger and Baer, it may represent a syn- 
drome. Some agent other than all the possible ones men- 
tioned by various authors may be at fault. It need not 
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necessarily be microbial in nature. The response to iso- 
niazid may not necessarily signify a tuberculous etiology, 
The most useful suggestion in regard to elimination of 
the problem appears to be that of Hellerstrém, namely, 
the resurfacing of swimming pools with smooth tile. If 
this does not deal with the causative agent in some spe- 
cific way, it at least minimizes the possibility of producing 
abrasions. 


384 Post St. (Dr. Rees). 








ROENTGENOGRAPHIC COMPARISON 





Chronic lumbar backache continues to be a source of 
difficulty, both to the patient and to the physician called 
on for treatment. There is hardly a person who has not, at 
some time, experienced low backache. The vast majority 
of the backaches are transitory and will subside with little 
or no treatment. There are, however, many instances in 
which these bothersome backaches become chronic and 
tax the ingenuity and resourcefulness of the physician. 

In order to determine the relationship between the 
roentgenographic findings and chronic lumbar backache, 
a study was made comparing 100 patients with backache 
and an equal number of persons not bothered by back- 
ache. The group of persons with chronic backache in- 
cluded the first hundred who applied for treatment at the 
New York Orthopedic Dispensary and Hospital in the 
year chosen for study. They were not screened except that 
those persons with obvious pathological changes, such as 
herniation of an intervertebral disk, tuberculosis, or other 
disease, were not included. 

The 100 normal persons were unselected; they were at 
least 40 years of age; and they had never consulted a phy- 
sician or been disabled by chronic backache. It became 
obvious very early in the study that it would be impossible 
to establish a group of so-called normal persons who 
could honestly state that they had never experienced an 
occasional backache; therefore, anyone who could say 
that he had never received medical attention for or been 
disabled by backache was accepted as normal for the 
study. This group included friends or relatives of pa- 
tients or those who came for treatment of some condi- 
tion entirely unrelated to the back. 

The routine views used for the study were anterior- 
posterior and lateral roentgenograms of the lumbosacral 
spine, and a 45 degree cephalad-oblique view was uti- 
lized to visualize the fifth lumbar intervertebral disk and 
facets. The lateral view was taken with the legs extended 





Dr. Allen DeF. Smith aided in the preparation of the manuscript. 

Fhe research data for this paper were obtained while the author was a 
fellow at the New York Orthopedic Dispensary and Hospital. 
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in order to obtain a true measurement of the angle of 
the sacrum. The anomalies present, the position of the 
facets, the width of the fifth lumbar intervertebral disk, 
and the angle of the sacrum were recorded in each of 


the films. 
RESULTS 


The incidence of congenital anomalies and degenera- 
tive arthritis is summarized in table 1. Scoliosis or tilt and 
posterior displacement of the fifth lumbar vertebra are 
included here for completeness of detail. Except for sco- 
liosis or tilt, it should be noted that congenital anomalies 
and degenerative arthritis were present in approximately 
the same percentage of patients with and without back- 
ache, 


Transitional V ertebrae.—Transitional vertebrae were 
present equally in both groups. A vertebra was not con- 
sidered transitional unless the enlargement of the trans- 
verse process was quite distinctive.' Simple butterfly en- 


TABLE 1.—IJncidence of Changes Observed at Lumbosacral 
Junction as Shown by Roentgenograms of 100 Persons 
With and 100 Persons Without Backache 


Type of Change Normal Backache 
I RN hic.s 3k sith eck ted idataedawtcecen 10 10 
IID iti ce caravcobebs avacescaaseseoenss 3 2 
I He nti os tee cidade vadenvcoseunentes 6 4 
Posterior displacement of fifth lumbar vertebra.. l4 16 
Scoliosis or tilt, lumbar spine..................005 9 16 
Ey eet =P ere es eee 22 26 


largement of the presacral transverse process was not 
considered transitional. No attempt was made to deter- 
mine whether the transition represented sacralization or 
lumbarization because our films did not always include 
the upper lumbar vertebrae. The transition could include 
enlargement of either one or both lateral masses of the 
sacral type progressing to pseudoarthrosis or in some 
cases to actual fusion to the sacral wing. 
Spondylolisthesis—Spondylolisthesis has always pre- 
sented considerable question regarding its origin and its 
relation to lumbar backache. That this condition can be 
present without backache is demonstrated in this series; 
3% of normal persons presented this condition and 2% 
of these with backache had it. Breck, Hillsman, and 
Basom * have reported spondylolisthesis in 3% of 450 
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men applying for heavy work in a mine. Allen and Lin- 
dem * report 2.96% in 3,000 normal preemployment 
examinations. 

Such a condition can be of utmost importance in indus- 
trial liability in instances in which an injured worker may 
claim aggravation of a preexisting condition or in medico- 
legal action in which traumatic origin may be claimed. 
Ferguson * states that overdevelopment of the first sacral 
vertebra may take place in the presence of spondylolis- 
thesis and may broaden the anterior-posterior diameter 
of the first sacral vertebra. The degree of overdevelop- 
ment indicates the duration of forward slipping. 

Posterior Displacement.—Posterior displacement of 
the fifth lumbar vertebra on the first sacral was recorded 
in 16 patients with and 14 patients without backache. 
There is some disagreement as to the relationship that 
this bears to backache. Smith * considers it important 
roentgenographically in the presence of backache and 
feels that its occurrence depends on the structure of the 
facets of the lateral articulations. Willis ° has cited rea- 
sons for which this posterior displacement cannot occur. 
Jt was seen in normal persons in this study as well as in 
those with backache; hence, the presence of so-called 
posterior displacement in itself is not necessarily asso- 
ciated with backache. Willis has further stated that, in 
some roentgenograms, the inferior surface of the fifth 
lumbar vertebra is wider than the superior surface of the 
first sacral vertebra and produces, thereby, an apparent 
posterior displacement. I found by actual measurement 
that this does occur. It is conceivable that a combination 
of anterior-posterior facets and thinning of the lumbo- 
sacral intervertebral disk does result in displacement of 
the fifth vertebra posteriorly. 























Fig. 1.—Method of measuring the angle L of sacrum. Line E-F repre- 
sents lower horizontal edge of film, and A-B represents a line parallel to 
the superior surface of the sacrum. The width of fifth lumbar interverte- 
bral disk is measured anteriorly from X’ to Y’ and posteriorly from 
Xto Y. 


Spina Bifida.—Spina bifida occulta was found in 6% 
of normal subjects and 4% of the patients with backache. 
No attempt was made to designate the defect level. Breck, 
Hillsman, and Basom * report 6% in 931 examinations 
of normal applicants for railroad work. Badgley * re- 
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ported the condition in 9.5% or 43 out of 447 cases of 
low back pain seen at the University of Michigan clinic 
in 1934. It is apparent that the condition exists rather 
frequently in both normal persons and those with back 
symptoms. 

Scoliosis.—Scoliosis or tilt, which are two entirely 
different and unrelated conditions, were recorded to- 
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Fig. 2.—Comparison of angle of sacrum in patients with and without 


backache. The slight decrease of the angle in those with backache is 
demonstrated. 


gether because of the difficulty of differentiating each 
without films of the entire spine. It is obvious that a dis- 
tinct structural scoliosis would have been easy to discern 
and listed as such. For the purpose of this paper, how- 
ever, any deviation of the spine from the midline was 
recorded under this heading. 

Osteoarthritis —Osteoarthritis took the form of mod- 
erate lipping in its mildest form, but in some cases it was 
so extensive that the bodies of some vertebrae were 
bridged by bone. The condition was present in 22% of 
the normal and 26% of patients with backache. No 
attempt was made to differentiate between the mild and 
severe cases. The minimum age of 40 was required in the 
normal group so that we could be fairly certain that 
changes would be present, at least in mild form. The 
group with backache included all ages. It was anticipated 
that the contribution of degenerative changes to back- 
ache might be determined. 

Badgley * reports degenerative changes in 20.1% of 
447 patients with low backache. Breck, Hillsman, and 
Basom * report changes in 21% of their 450 normal 
applicants for work (8% severe and 13% mild). The 
ages in their group were not given. Barton and Biram ° 
report 17.3% in 1,000 preemployment examinations 
for a subsidiary of the General Motors Company. It is, 
therefore, quite apparent that degenerative changes are 
present in a large number of persons and in close ratio in 
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unselected, normal persons over the age of 40 and in 
those with backache. 

Angle of Sacrum.—Angle of sacrum was measured to 
determine its relationship to the presence or absence of 
backache. The angle was measured in the lateral film in 
both groups. In order to assure that the angle on the film 
would be accurate as measured, the lateral film was 
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Fig. 3.—The width of the fifth lumbar intervertebral disk in 100 normal 
persons and 100 persons with backache. 


taken with femurs extended so that the longitudinal axis 
of the patient would form a right angle with the bottom 
margin of the film. This position permitted the use of the 
lower edge of the film as the base line. Angles could be 
erected as shown in figure 1 with E-F as base line and 
line A-B parallel to the superior surface of the first sacral 
vertebra. This formed angle L as the angle of the sacrum. 

The measurements thus obtained were plotted graphi- 
cally (fig. 2); the angle in the largest number of nor- 
mal persons fell between 40 and 44 degrces, whereas 
in the greatest number of patients with backache it fell 
between 35 and 39 degrees. There seemed to be a shift 
throughout the group with backache to a lesser sacral 
angle. This indicated either that muscle spasm was 
present and, thus, flattening of the lumbar spine occurred 
or that patients with backache learn that they are more 
comfortable if the back is flattened and thus automati- 
cally assume this position. 

Von Lackum,*® in 1924, showed the importance of 
this sacral angle. In a study of cadavers and roentgeno- 
grams, he determined the average angle to be 42.5 
degrees. If the angle is increased, the shearing strain or 
stress in an anterior direction is proportionately in- 
creased. If the sacral angle measures 35 degrees, the 
pressure tending to slide forward is 0.57% of the super- 
imposed weight, whereas, if the angle increases to 45 
degrees, the strain increases to 0.71%, and at 75 degrees 
the strain is 0.97%. 

The relation of the center of gravity to the sacral angle 
and lumbosacral joint is also important. This relation- 
ship can be represented by passing a vertical line through 
the center of the body of the third lumbar vertebra in the 
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erect position. If the angle of the sacrum is increased, 
this line may lie anterior to the first sacral vertebra, inj. 
cating an increase in the shearing strain at the lumbo. 
sacral junction. Normally the line should lie in the firs 
sacral vertebra. It is obvious that the relationship of the 
sacrum to the pelvis cannot be changed, because these 
structures comprise a fixed unit; however, it should be 
equally obvious that the relationship of the sacrum to the 
vertical axis can be changed by appropriate orthopedic 
measures and correction of improper posture. 


TABLE 2.—Position of Facets at the Lumbosacral Junction qs 
Shown by Roentgenograms of 100 Persons With 
and 100 Persons Without Backache 


Type of Facet Normal Backache 
Anterior-posterior, bilateral .........cccccccecccecs 59 55 
Petermelextermal, DIBGEE ...ccccccccccccccceccesce 4 1 
Asymmetric 

Dincedpiterkinctan = 7 


| re ery 
POD PISO 656. 6000csssicdcsscsccecncs 


Oblique, bilateral, or one internal-external........ 13 18 
DE cnsanwswcemmenciaienieteinemenenanasnede 4 0 
NS GHEE: dc cicdncrccccccssdvcsncenecacee 0 0 


Fifth Lumbar Disk.—Width of fifth lumbar inter- 
vertebral disk was measured and is presented graphically 
in figure 3. The question of the normal size of the fifth 
lumbar intervertebral disk constantly arises in interpreta- 
tion of roentgenograms of the lumbosacral spine. This in 
turn raises the question of the significance of a narrow 
disk in the presence of lumbar backache. 

The width of the disk was measured in each of the 200 
lateral films (fig. 1). Lines A-B and A’-B’ were estab- 
lished parallel to the superior and inferior surfaces 
respectively. Line C-D and lines X-Y and X’-Y’ were 
determined by divider and ruler. It can be seen, by study- 
ing this graph as a whole, that the width of the disks in 
both groups closely approximate each other, although 
there was tendency to narrowing of the posterior meas- 
urement in the group with backache. This difference is, 
however, very slight. It will be noted further that in four 
patients without and in three with backache the posterior 
disks were so narrow that they were recorded as zero. 
The greatest posterior width was 10 mm. 
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Fig. 4.—Comparison of men (40) and women (60) indicates that inci- 
dence of backache increases up to the fourth decade. 


The anterior disk measurement showed greater varia- 
tion; the smallest measurement was 7 mm., and the great- 
est measurement was 25 mm. Both extremes were found 
in patients with backache. The largest number of anterior 
disk measurements in both groups were 15 mm. 

A comparable study has been recorded by Brav, 
Bruck, and Fruchter ** reporting on 70 patients with 
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backache and 35 normal controls. They reported 5 mm. 
as normal in both men and women for the posterior disk 
and 13 mm. for women and 18 mm. for men as normal 
anterior disk measurements. Under these conditions, 
5.3% of the control patients and 20.6% of those with 
backache showed a normal posterior disk, and 17.1% 
of the controls and 19.1% of those with backache showed 
4 narrow anterior disk. 

Lumbosacral Facets.—Position of lumbosacral inter- 
vertebral facets was also considered. A great deal has 
been published concerning the position of the lumbo- 
sacral facets with relation to the stability of this joint. 
It has been stated that the stablest joint contains facets 
in the sagittal plane, the so-called internal-external type, 
and that the least stable is a combination of one anterior- 
posterior and one oblique or internal-external. 

The position of facets at the lumbosacral junction was 
recorded in both groups according to Ferguson’s ** 
description, and the various combinations were recorded 
(table 2). The most frequent position in both groups was 
in the coronal or anterior-posterior plane and was present 
in about equal percentages. The anterior-posterior facets 
would seem to be most representative of the average 
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the anterior or posterior disk measurement in either 
group. 

It is recognized that the groups reported here are not 
large; however, this is the largest study reported in which 
patients both with and without backache were studied in 
the same institution and in which significant trends are 
indicated. Compared with reports by other authors (table 
3) on normal persons or on a large group of persons 
with backache, the collective results presented here agree 
very closely. 

The fact that the findings in both groups so closely 
parallel each other does not discount the importance of 
routine roentgenographic study in all cases of chronic 
backache. It is obvious that many factors other than bone 
structure play a part. The structure of the back as visual- 
ized in the film is, however, of great importance not only 
in diagnosis but also in planning treatment. 

The findings from roentgenograms of the vertebral 
columns of 100 persons without backache are compared 
with those of the same number of persons with backache. 
In both groups, there is no significant numerical differ- 
ence in the incidence of structural variation. The most 
frequent facet position at the lumbosacral junction is 


TABLE 3.—Findings of Several Authors Show Similarity of Changes Observed in Roentgenograms of Persons 
With and Without Backache 





Without Backache 
Rinais a — With Backache 
Breck; ——..—s—--> —_——_—, 
Hillsman, Allen Cushway Brav; Barton Brav; 
and and and Bruch, and and Bruch, and 
Type of Patient Splithoff Basom?  Lindem ® Maier* fFruchter?? Biram ® Splithoff Badgley ® Fruchter 4 
No. of roentgenograms 100 450 8,000 931 35 1,000 100 447 70 
Transitional vertebra 10 11 6.46 5.37 11.1 13.5 10 8.2 12.8 
Spondylolisthesis 3 8 2.96 0.32 0° 1.6 2 6.5 1.3 
Posterior displacement 14 ron ints ash 0 12 16 ase 5.7 
Spina bifida 6 6 5.9 17.2 12.8 21.4 4 9.6 20 
Osteoarthritis 22 21 13.6 6.76 25.7 17.3 26 20.1 57.1 











m + Cushway, B. C., and Maier, R. J.: Routine Examination of the Spine for Industrial Employees, J. A. M. A. $2: 701 (March 2) 1929. 


oblique or anterior-posterior in both series. Osteoarthritis 
is present to a slightly greater extent in patients with 
backache. The group having backache included persons 
of all ages, whereas the normal group included only per- 
sons who were 40 or over. The width of the fifth lumbar 
intervertebral disk is approximately equal in both types 
of persons. The measurements that were found most 
frequently were 15 mm. anteriorly and from 3 to 5 mm. 
posteriorly. 


3406 Webster St. (9). 
12. Ferguson,’ p. 421. 


because they appeared in 59%. This type of facet is not 
necessarily the stablest. It may be further stated that no 
facet position can be stable in all directions and under 
all contingencies. 

Age and Sex.—Although backache may occur at any 
age, it is commonest in both men and women between 40 
and 49 years (fig. 4). There are probably a number of 
reasons for this, the most outstanding being physical 
decline, obesity, sedentary existence, and occupational 
factors. It appears that women are more susceptible to 
backache in the proportion of 60 to 40 and that they are 
susceptible at an earlier age than men. The figures given 
here are those obtained at a private clinic and, therefore, 
do not take into account the large number of industrial 
injuries occurring in laborers cared for under compensa- 
tion insurance. 





Relationship of Physician and Patient.—Medical students in 
their search for psychological truth about themselves and their 
fellows might utilize Harry Stack Sullivan’s concept of “par- 
ticipant observation.” . . . The future physician should be in- 
structed that his relationship with the patient, any patient, is 
always what Sullivan would call an inter-personal process, 
in which the doctor is involved as much as the patient— 
involved first as an observer, and second as a therapist. In 
both capacities the physician will require a certain amount of 
awareness of his own emotional problems and needs as well 
as his physical adaptation patterns to enable him to achieve 
a relative degree of objectivity in observing and dealing with 
his patient’s problem of living—D. R. MacCalman, M.D., 
Observations on the Teaching of the Principles of Mental 
Health to Medical Students, British Journal of Medical Psy- 
chology, Part 2, 1953. 


SUMMARY AND CONCLUSIONS 

This study has demonstrated fairly conclusively that 
the findings on roentgenograms of the lumbosacral region 
of normal persons and of those with backache are quite 
similar. Congenital anomalies and other anatomic de- 
tails appear in close numerical sequence. Degenerative: 
changes are somewhat frequenter in patients with back- 
ache, and the sacral angle is slightly less in this group. 
There is no significant difference in the width of either 
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“Formerly considered a mere curiosity in pathological 
annals, esophageal atresia and tracheoesophageal fistula 
have recently assumed a new importance to all physicians 
who deal with the care of the newborn infant. The dis- 
ease itself has been known for many years, and Durston 
described the condition accurately in 1670. The first at- 
tempt at surgical treatment, a gastrostomy, was made in 
1888; however, it was in 1913 that Richter suggested the 
operation that is followed today, i. e., closure of the 
fistula and reestablishment of the continuity of the esoph- 
agus.* To Haight (1941) goes the credit for the first suc- 
cessful one stage operative repair.* 

A consideration of the normal embryologic develop- 
ment of the trachea and esophagus is of interest, since it 
will explain the occurrence of the anomaly. The trachea 
and esophagus originate as a common portion of the 
foregut. Early in the second month of intrauterine life 
two lateral ridges of mesoderm develop, which push the 
endoderm in to fuse in the midline, forming a complete 
septum. It is apparent that failure of development of a 
portion of this septum would result in a fistula between 
the esophagus and trachea. After delineation of these 
two structures has occurred, the epithelial lining of the 
esophagus proliferates rapidly, so that the lumen disap- 
pears, leaving a solid cord of cells. Embryologists differ in 
opinion as to whether this solid cord extends for the en- 
tire length of the esophagus or occurs only in localized 
areas. Most agree that some degree of transient oblitera- 
tion of the esophageal lumen takes place. Recanalization 
then follows as the esophagus assumes its definitive state. 
Should the recanalization be incomplete, an area of 
atresia results (fig. 1). 

There are other theories of the development of this 
anomaly. Fluss and Poppen believe pressure from anoma- 
lous vessels to be responsible and cite three cases in which 
aberrant vessels passed behind the esophagus at the level 
of the defect.‘ Ingalls and Prindle, in a study of 107 cases 
in the Boston area, found maternal hydramnios to have 
been present in 25%. They believe increased pressure in 
the pneumoenteric recesses, two laterally placed pro- 
longations of the peritoneal cavity that extend along the 
developing foregut, to be an important etiological factor.® 





From the Surgical Service, Children’s Hospital. 

Read at the Sixth Clinical Session of the American Medical Association, 
Denver, Dec. 3, 1952. 
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The anomaly may take any form, from atresia of the 
lower two-thirds of the esophagus with no connection to 
the trachea to a completely patent esophagus with a tra- 
cheoesophageal fistula. By far the commonest defect is a 
blind upper esophageal pouch with the distal esophageal 
segment communicating with the trachea near its bifur- 


cation. 
DIAGNOSIS 


The diagnosis of this disease is not difficult if its pos- 
sibility is kept in mind. Any newborn infant who exhibits 
the triad of excessive salivation, choking and cyanosis, 
and vomiting and aspiration of oral feeding must be con- 
sidered suspect. The obstruction to passage of a soft 
8-F or 10-F urethral catheter into the stomach is almost 
certain evidence of esophageal atresia. X-ray examina- 
tion will give further information. After a catheter has 
been passed into the esophagus until it meets obstruction, 
1 to 2 cc. of iodized poppy seed oil (40% ) is instilled. 
Usually a blind upper pouch will be seen. Its level should 
be noted, since this offers some idea of the length of the 
atretic esophagus. It is also important to examine the 
lung fields carefully for the presence of atelectasis or 
pneumonia. Absence of air in the stomach indicates a 
type 1 defect (esophageal atresia without tracheoesoph- 
ageal fistula) or occasionally a tracheoesophageal fis- 
tula so small that air has not passed through the fistula 
into the stomach. The characteristic findings in the type 
3 anomaly (blind upper pouch with lower esophageal 
segment connecting with trachea) can be seen in figure 2," 


PROCEDURE 


Preoperative Preparation.—Most infants are several 
days old before they undergo surgical treatment and are 
often dehydrated. Accordingly, parenterally administered 
fluids are necessary. Incision and cannulation are made 
into an ankle vein. We agree with Potts that these infants 
may be easily overhydrated and that conservatism in the 
administration of fluids is in order.* Forty to fifty cubic 
centimeters of fluid per pound of body weight should be 
given. Not more than 20 cc. per pound should be given 
in the form of a 0.45% saline solution. To give more salt 
invites pulmonary edema. A blood cell count is taken 
when the patient is hydrated and whole blood given if 
indicated. 

* The most frequent preoperative complications in these 
infants are pulmonary. Atelectasis and pneumonitis re- 
sult from the aspiration of saliva that cannot be swal- 
lowed and gastric secretions that pour from the stomach 
into the trachea through the fistula. It is important that 
aspiration of oral secretions be minimized by frequent 
cleansing of the mouth and pharynx with a soft rubber 
catheter attached to the mechanical suction apparatus. 
We feel that ordinarily bronchoscopy. and laryngoscopy 
are to be avoided, since even minimal trauma to the glot- 
tis is undesirable. The patient is placed in an incubator 
on admission to the surgical service, and oxygen is ad- 
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ministered. Antibiotics in the form of procaine penicillin 
and dihydrostreptomycin are given in a further attempt 
to combat pneumonitis. 

Operation.—Surgical correction of the anomaly should 
be undertaken as soon as the infant reaches a reasonably 
satisfactory condition. This can ordinarily be done in 6 to 

















Fig. 1.—Embryologic development of the trachea and esophagus. 


12 hours. If pneumonia is extensive it may be wise to 
delay surgery for 24 hours. Seldom should operation be 
postponed longer than this. 

A right-sided approach is desirable, since this keeps the 
aortic arch out of the operative field; however, if pulmo- 
nary complications are marked on the left and the right 
lung is relatively clear, it is prudent to operate from the 


Fig. 2.—Type 3 anomaly, Note the blind upper pouch containing 
iodized poppy seed oil (40%) and the presence of gas in the gastrointesti- 
nal tract, Eighteen of the 20 cases reported herein are of this type. 


left. In the type 1 anomaly (esophageal atresia without 
tracheal fistula) the distal segment of esophagus is apt to 
be very small and may be only a fibrous cord. Thus, pre- 
operative diagnosis of a type 1 defect also calls for a left- 
sided operation so that a portion of stomach may be 
brought up into the chest if necessary. Anesthesia may be 
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given by intratracheal tube or face mask. If difficulty is 
encountered in the introduction of the intratracheal tube, 
it is wise to abandon it and resort to the face mask. Every 
precaution must be taken to avoid glottic edema. 

The patient is placed on the operating table in the 
lateral decubitus position with the right side up. Incision 
is made along the course of the fourth rib from 2 cm. 
lateral to the spine to the anterior axillary line. The pleu- 
ral cavity is then entered through the fourth interspace 
and the lung retracted anteriorly with sponge sticks. The 
mediastinal pleura is opened and the azygos vein iden- 
tified and divided between ligatures. The distal segment of 
the esophagus is then located and followed to its com- 
munication with the trachea. The fistula is divided and 
the tracheal side closed with one or two mattress sutures 
of nonabsorbable surgical strands. 

The proximal pouch of esophagus is then identified. 
This may be facilitated by having the anesthetist pass a 
catheter into it. The proximal segment is usually well de- 
veloped and has an excellent blood supply. This is not 
true of the distal segment. Therefore, the defect should 
be bridged by bringing the proximal segment down to 
the distal, leaving the latter as undisturbed as is reason- 





Fig. 3.—Procedure in surgical closure of the tracheoesophageal fistula 
and anastomosis of the esophageal segments. A, the azygos vein has been 
divided. The blind upper pouch can be seen on the left. The lower 
esophageal segment connects with the trachea. B, the fistula has been 
divided and the defect in the trachea closed with mattress sutures. 


able. Stay sutures are placed in the proximal segment to 
control it while the anastomosis is being made. It is im- 
portant to handle the esophagus with forceps as little as 
possible. An opening the size of the distal segment is then 
made in the lowermost portion of the upper segment. An 
anastomosis is made using interrupted sutures of 5-0 
silk. A two layer anastomosis is desirable, but often only 
one layer of sutures can be placed without putting undue 
tension on the segment. After the posterior sutures have 
been placed, the catheter in the proximal esophagus is 
advanced into the stomach and the anastomosis com- 
pleted (fig. 3 and 4). 

The mediastinal pleura in these babies is so thin that 
it is usually impossible to reapproximate it over the anas- 
tomosis. Two 16-F catheters are used to drain the pleural 
space. They are brought out through stab wounds located 
anteriorly in the third interspace and posterolaterally in 
the eighth, and are connected to water-sealed bottles. 
The chest is closed in layers with interrupted nonabsorb- 
able surgical sutures. 

The patient is then turned on his back and a Stamm 
gastrostomy made. The catheter is fished out of the stom- 
ach, a heavy nonabsorbable surgical suture tied to it, and 
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the catheter withdrawn through the mouth. The two ends 

of the suture are tied together, and it is left as a guide in 
the event that postoperative dilations should be necessary. 
During the operation the estimated blood loss is made up 
by transfusions. The baby is returned to the postopera- 
tive ward in his incubator. 

Postoperative Care.—The gastrostomy tube is con- 
nected to Wangensteen suction. The stomach is kept de- 
compressed by this method for 48 hours. During this time 
fluid balance is maintained parenterally. If the infant’s 
condition is satisfactory, water and formula are then 
started by slow drip through the gastrostomy tube. The 
stomach should not be permitted to become distended, 
allowing regurgitation to take place. 

On the third postoperative day glucose solution is of- 
fered by mouth. If this is taken without difficulty, formula 
is given. A leak in the anastomosis, if present, will be 
manifested by the presence of milk curds in the chest 
drainage. In the event that this occurs, continuous suction 
of 10 to 15 cm. of water is applied to the chest bottles. 
If the anastomosis is watertight, a portable chest film is 
obtained to prove the complete reexpansion of the lung 
and the tubes removed from the chest.’ 
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Fig. 4.—After the posterior sutures have been placed, a catheter is 
passed into the stomach and the anastomosis completed. 


Throughout the early postoperative period the patient 
is given antibiotics. Before discharge from the hospital 
a barium esophagram is obtained. If there is evidence of 
stricture, the string through the esophagus and the gas- 
trostomy is left in plage. Leakage through the gastrostomy 
is minimized by use of a plastic button placed in the 
stoma. If dilations are necessary, they are done in the 
retrograde manner. The gastrostomy should not be al- 
lowed to close until the child has proved the adequacy of 
his esophageal lumen by several months without dila- 
tions. 

ANALYSIS OF CASES 

During the three year period from April, 1948, to 
April, 1951, 20 patients with esophageal atresia were 
managed with this program. The type 3 anomaly occurred 
18 times, and types 1 and 5 once each. The average age 
at which these infants reached the operating table was 2.4 
days—somewhat earlier than the average reported in 
many series. We feel this reflects considerable credit on 
the diagnostic acuity of the pediatricians and obstetri- 
cians practicing in our area. Seven of the 20 patients had 
atelectasis and pneumonitis preoperatively. It is interest- 
ing to note that this group with pulmonary complications 





7. Miller, H. C.: Pulmonary Hyaline Membranes in Newborn Infants, 
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shows an average age no different from the series ag q 
whole, suggesting that age alone is not the important fac. 
tor in preoperative pneumonia. Of these seven patients 
five recovered (71.4% ), a survival rate better than that 
for the entire series. We have found the size of the infant 
of greater prognostic significance. Thus, of our 20 pa. 
tients four weighed less than 5 Ib. (2.3 kg.). None of 
these is alive. 

Five patients in this series had other congenital anom. 
alies; they included (1) incomplete rotation of gastroin. 
testinal tract and patent foramen ovale (only partially 
covered by septum primum), (2) double aortic arch, (3) 
club feet, vertebral anomalies, and deformities of joints, 
(4) hypospadias and cleft soft palate, and (5) a super- 
numerary thumb. None of these anomalies was incom- 
patible with life. 

Of the 20 patients, 11 survived. One death occurred 
on the operating table. The other eight occurred during 
the early postoperative period. Autopsy was conducted at 
all deaths. The findings were (1) a leak in anastomosis in 
six (67% of deaths), (2) pulmonary complications 
(hyaline membranes in three [33%] and patchy atelec- 
tasis and bronchopneumonia in nine [100% ]), (3) ker- 
nicterus in two, and (4) central nervous system birth 
trauma in one. 

Several of these findings are worthy of comment. The 
most prominent cause of death is failure of the anastomo- 
sis. This accounted for two-thirds of the deaths. The im- 
portance of an anastomotic leak is further emphasized by 
the fact that, of the seven patients in whom a leak de- 
veloped, only one survived. This is in marked contrast to 
the many reports in the literature of patients surviving 
esophageal-cutaneous fistulas when the extrapleural 
operation was used. There can be no question but that 
this is a serious drawback to the transpleural approach. 

Pulmonary hyaline membranes were found in three 
patients. In two of these this must be considered the 
primary cause of death. The third patient also had an 
esophagopleural fistula. Pulmonary hyaline membranes 
are now recognized as a leading cause of neonatal death, 
probably accounting for from 25 to 50% of deaths in 
this age group.’ It is interesting to note that at thoracot- 
omy in the three patients with this finding no gross ab- 
normality was noted in the lungs. 

Four patients required esophageal dilation postopera- 
tively. This was done by the retrograde route. In one of 
these infants nearly complete obstruction developed three 
months after the child left the hospital. Esophagoscopy 
was performed and was followed by mediastinitis. Emer- 
gency thoracotomy was carried out; the area of perfora- 
tion, which was found to be at the site of an old, appar- 
ently sterile mediastinal abscess, resected; and end-to-end 
anastomosis done. The patient has since done well. 


SUMMARY 


The diagnosis of esophageal atresia is based on the 
finding of excessive salivation, choking and cyanosis, and 
vomiting and aspiration of oral feedings. The treatment 
of choice is surgical closure of the tracheoesophageal 
fistula and anastomosis of the esophageal segments as a 
one stage procedure. Of 20 patients operated on between 
1948 and 1951 by the transpleural route, 11 survive. 


1820 Gilpin St. (Dr. Neerken). 





Vol. 152, No. 17 


PERITONEOSCOPY IN 


MALIGNANT LESIONS OF THE ABDOMEN 


Samuel J. Zoeckler, M.D., Philip G. Keil, M.D. 


and 


George J. Hegstrom, M.D., Des Moines, lowa 


The value of peritoneoscopy, direct cholangiography, 
and liver biopsy in the diagnosis and treatment of hepatic 
and biliary tract disease has been established.‘ Use of 
the peritoneoscope in evaluation of the patient with 
carcinoma has not been sufficiently stressed. The diag- 
nosis of intra-abdominal malignant lesions can frequently 
be established by this procedure. During the period 
November, 1949, to December, 1952, we performed 660 
peritoneoscopic examinations. Of these, 84 were on 
patients with known or suspected carcinoma. A review 
of these cases forms the basis for this report. 


METHOD 

The records of 84 patients examined peritoneoscopi- 
cally for possible malignant lesions were reviewed. The 
patients were placed in one of three groups: (1) group 
A, patients with a clinical diagnosis of carcinoma, in 
whom it was desired to establish operability; (2) group 
B, patients with previously resected carcinoma, in whom 
the presence of recurrence or metastases was suspected, 
and (3) group C, patients with a clinicai diagnosis of 
carcinoma, in whom the diagnosis was proved incorrect 
at the time of peritoneoscopy. Each group was then 
reviewed from the standpoint of accuracy of diagnosis 


and evaluation of the procedure. 


RESULTS 


Groups A and B comprise all patients with a proved 
diagnosis of carcinoma. The average age of the combined 
group was 57.8 years. The youngest was 25, and the 
eldest 75 years. All but four patients were men, a factor 
controlled by the nature of our hospital. 

Group A (table 1).—This group comprised 39 pa- 
tients, each with a clinical diagnosis of carcinoma. Radio- 
logical and laboratory studies had ruled out obvious 
metastatic lesions. Peritoneoscopic examination was per- 
formed to rule out intra-abdominal metastases. Of the 
39 patients, 20 (51.3%) had metastatic carcinoma in 
the liver, omentum, peritoneum, or a combination of 
these locations. In 13 of these 20 cases biopsy of a tumor 
nodule was obtained by the forceps technique. Twelve 
(30.8% ) had no visible metastases. In five patients 
(15.4%) peritoneoscopy was unsatisfactory and lapa- 
rotomy advised. Failure was due in two instances to the 
production of pneumo-omentum and in one each to 
marked small bowel distention, dense adhesions from 
previous operation, and to peritonitis. Of the 12 patients 
with no visualized metastases, 7 had resectable lesions 
at surgery. The remainder had local extension or vascular 
invasion, which precluded resection of the primary 
lesion. 

Group B (table 2).—Eighteen patients comprised 
this group. In each instance a resection had been done 
previously for carcinoma. In no instance had metastases 
been found beyond the regional nodes. All were admitted 
because of recurrence of symptoms or routine recall by 


the tumor registry. Peritoneoscopy was then performed. 
Nine (50%) were found to have intra-abdominal 
metastases. Five (27.8% ) had no evidence of recurrence 
or metastases. The procedure was unsatisfactory in four 
patients (22.2% ). The limiting factor in these four was 
the presence of massive postoperative intra-abdominal 
adhesions. Two of these were later explored and metas- 
tases demonstrated. One refused exploration, and roent- 
gen evidence of pulmonary metastases developed. The 
fourth patient had previously been found to have transi- 
tional cell carcinoma metastatic to the inguinal nodes. 
Exhaustive study of the genitourinary and other organ 
systems has failed to reveal a primary growth. 

Group C (table 3).—There were 27 patients in this 
group; 25 were men. The average age was 60.2 years, 
the youngest was 25, and the eldest 84 years. Twenty- 
five patients (93% ) had a clinical diagnosis of intra- 
abdominal carcinoma that could not be refuted by 
physical examination or roentgen and laboratory studies. 
Of these, 13 (52% ) had advanced portal cirrhosis peri- 
toneoscopically and histologically. In five (20%) the 
liver and abdominal contents appeared normal and liver 
structure was normal. These five patients had inanition 
on the basis of gastritis, chronic glomerulonephritis, 
hypertensive cardiovascular disease, chronic duodenal 
ulcer, and severe dental sepsis. Five patients had chronic 
hepatitis, one in association with subacute bacterial 
endocarditis, one with chronic duodenal ulcer, and 
another with tuberculous peritonitis; the remaining two 
patients had no concomitant disease. There were two 
instances in which carcinoma of the uterus was diagnosed 
clinically. In both cases peritoneoscopy revealed myomas 
of the uterus. One was proved at operation; the other 
patient has postponed surgery. 


COMMENT 

Diagnostic laparotomy has been commonly employed 
in the elucidation of unexplained ascites and abdominal 
masses. It is performed on patients in whom metastases 
are suspected in order to establish a diagnosis. It is gen- 
erally agreed that only a palliative surgical procedure is 
indicated in the presence of multiple hepatic, omental, 
or peritoneal metastases. In such instances, laparotomy 
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becomes a useless procedure and would not usually be 
advised if the true nature of the disease were known. 

Peritoneoscopic examination affords excellent visual- 
ization of the organs within the peritoneal cavity. Biopsy 
by forceps can be obtained under direct vision from liver 
or metastatic implants in omentum and peritoneum. The 
biliary tree may be outlined by injection of radio-opaque 
material into the gallbladder under visual control. The 
mortality is less than 0.1%, and the procedure causes 
little discomfort. The patient may be hospitalized for 
one day or less. 

In the evaluation of intra-abdominal malignant lesions, 
the determination of operability is often difficult. A sur- 
vey for metastatic lesions is readily accomplished by 


TABLE 1.—Determination of Operability by Peritoneoscopy 





Unsatis- 

Metas- Metas- factory 

Site of Total tases tases Exami- 
Carcinoma Cases Absent % Present % nation % 
Stomach........ 19 6 31.6 8 42.1 5 26.3 
Pancreas........ 7 2 28.6 4 57.1 1 14.3 
Gs ccsccsirs 6 2 33.3 3 50.0 1 16.6 
 ceadeuesus 5 1 20.0 4 80.0 0 0.0 
Gis vida vcevies 1 1 100.0 0 0.0 0 0.0 
Unknown........ 1 0 0.0 1 100.0 0 0.0 
WOM ncoscesss 39 12 30.8 20 51.3 7 17.9 


TABLE 2.—Determination of Metastases by Peritoneoscopy 





Unsatis- 
Metas- Metas- factory 
Site of Total tases tases Pro- 

Carcinoma Cases Present % Absent % cedure % 
Si cerdrewevxe 6 4 66.6 1 16.6 1 16.6 
GRRE icuess 6 3 50.0 1 16.7 2 33.3 
ee 3 2 66.7 1 33.3 0 0.0 
ren 1 0 0.0 1 100.0 0 0.0 
Skin (melanoma) 1 0 0.0 1 100.0 0 0.0 
Inguinal nodes... 1 0 0.0 0 0.0 1 100.0 
| Sa ee 18 9 50.0 5 27.8 4 22.2 


TaBLE 3.—Correct Diagnosis Established by Peritoneoscopy 


Peritoneoscopie Diagnosis No. of Cases 


OND cataibtinsutsenb bales dl vicdes vie vised sbaueh 13 
Wormal abdourinal Gomtemes...............cccccsccccccccecsces 5 
ae ais ee «dain valine ew sieeve Pa aeebede sas 5 
ee en ee ee ee ee 2 
ES FO ET ee ae l 
IID 5.5 crac one Sara doe tanch wa éandeaiedairdies bile 1 


physical examination and roentgenographic studies. 
Since we began using peritoneoscopy as a part of our 
routine study of patients with suspected malignant 
lesions, 51.3% have been spared laparotomy. In these 
‘cases a Clinical diagnosis of carcinoma without evidence 
of metastases had been established. Peritoneoscopy 
revealed metastatic lesions. In addition, over half of the 
30.8% in whom no metastases were found at peritoneo- 
scopy had operable lesions. The remainder were in- 
operable because of involvement of vital structures. 

An equally important group of patients is comprised 
of those who return with various symptoms after resection 
of a malignancy. We have found recurrence or metastases 
in 50% of such patients and no recurrence in 27.8%. It 
is probable that most of these patients would have been 
advised to undergo further operative procedures. 
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Those patients in whom we have been able to refute 
the diagnosis of intra-abdominal malignant lesions con- 
stitute an important group. Clinically they showed 
marked emaciation, ascites, jaundice, and a history of 
dyspepsia. Clinical evaluation in each was suggestive of 
malignancy. Peritoneoscopy in these patients revealed 
such diverse conditions as portal cirrhosis, tuberculous 
peritonitis, cholelithiasis, subacute bacterial endocarditis, 
and uterine myoma. In some no evidence of intra- 
abdominal disease was found and the patient was suffer- 
ing from severe malnutrition secondary to nonmalignant 
disease. In the entire group there were no complications 
and no deaths as a result of the procedure. Peritoneo- 
scopic examination was unsuccessful in 10.7% (9 
cases). The usual cause for failure to adequately visualize 
structures within the peritoneal cavity was the presence 
of massive adhesions from previous operative procedures 
(five patients). In two instances the procedure proved 
unsatisfactory because of pneumo-omentum. 

A markedly distended bowel will produce a similar 
effect and was encountered in one case. Peritoneoscopy 
failed in one instance because of peritonitis, with ad- 
hesions of bowel to abdominal wall. 

Peritoneoscopy is not intended to replace exploratory 
laparotomy. Like the roentgenologic and laboratory 
study it is an aid in the complete evaluation of gastro- 
intestinal problems. It is a valuable procedure in the 
diagnosis and management of the patient with carcinoma. 


SUMMARY 

Metastatic lesions were demonstrated in 51.3% of 
patients who appeared to have localized carcinoma by 
conventional roentgenologic and laboratory studies. 
Recurrent or metastatic carcinoma was demonstrated in 
50% of patients who had undergone previous resections 
for operable carcinoma. Ninety-three per cent of patients 
with a diagnosis of malignant lesions, based on clinical 
findings that could not be refuted by appropriate labora- 
tory and roentgenologic studies, were shown peritoneo- 
scopically to have diseases other than carcinoma. 
Peritoneoscopy is a valuable procedure in the diagnosis 
and prognosis of carcinoma involving intraperitoneal 
structures. 








Education for Professional Services.—The professional man 
must act in a three fold capacity. He must appear simul- 
taneously as skilled servant, as sage and as priest. In no pro- 
fessional role is this trinity more fully illustrated than in that 
of the physician. Knowledge is needed and often most de- 
tailed knowledge sharpened into tempered skill; but that is 
not enough. Wisdom must be there to condition knowledge: 
but that is not enough. Understanding must guide skil] and 
humanize wisdom and then only do we see the great physician. 
Surely it will be coficeded that quite apart from technical 
competence and medical knowledge the physician must be wise 
in his understanding of human beings; therefore it follows 
that his education must be sufficiently broad, sufficiently 
humane that it will discover and develop those qualities of 
mind which later will be required to direct technical skill. 
The basis on which such an education can best be built is 
afforded by the traditional liberal curriculum which sprang 
from the humanities—S. Dorst, M.D., Education for Profes- 
sional Services, The Pharos of Alpha Omega Alpha Honor 
Medical Society, May, 1953. 











Vol. 


MY! 
LEL 


REP* 


Rob 
Euge 
and 


Johi 
T 


nost 
tory 
istin 
Asi 
rath 
casé 
seer 
only 
dise 


A 
Sept 
port 
fatig 
incr 
or V 
she 
on 1 
and 
sym 
indi 
gast 












ute 





Vol. 152, No. 17 





CLINICAL NOTES 








MYELOID METAPLASIA WITH TERMINAL 
LEUKEMIA 


REPORT OF A CASE 


Robert S. Long, M.D. 
Eugene E. Simmons, M.D. 


and 


John R. Schenken, M.D., Omaha 


The patient in this case presented a difficult diag- 
nostic hematological problem, with clinical and labora- 
tory variations suggesting different disease processes ex- 
isting at various times during the course of her illness. 
A single positive diagnosis could not be established until 
rather late in her course. The reason for reporting this 
case is to suggest that many reports in the literature of 
seemingly different disease processes may be in reality 
only observations of varying stages of the same basic 
disease. 

REPORT OF A CASE 

A 60-year-old white widow was referred for examination on 
Sept. 20, 1948, because of a tumor mass in the left upper 
portion of the abdomen. Her chief complaint was a feeling of 
fatigue, which had been present for several months but was not 
increasing appreciably. She had also noted a feeling of pressure 
or weight in the left side of the abdomen and left flank, and 
she was not completely comfortable while sitting or while lying 
on the left side. She stated that her appetite was fairly good 
and that she had not lost any weight. There were no definite 
symptoms referable to any body system other than nervous 
indigestion consisting of mild upper abdominal distress and 
gaseous eructations after meals at times. 

Physical examination showed a pleasant, alert woman in no 
apparent distress and with normal coloring of skin, nail beds, 
and lips; moderate benign nervousness and apprehension; 
a weight of 139 Ib. (63 kg.); and a height of 63 in. (1.532 m.). 
Her eyes were essentially normal except for mild sclerosis of 
retinal arterioles. There was mild chronic injection of the 
pharynx, mild abnormal redness of the tongue with low par- 
tially atrophied papillae, and one nontender small lymph node 
palpable in right upper anterior cervical group. The lungs were 
clear to percussion and auscultation; the heart beat was regular 
but rapid at 120 beats per minute, with tones of good quality 
and no murmurs; and the blood pressure was 172 mm. Hg 
systolic and 102 mm. Hg diastolic. A visible rounded mass was 
noted in the left side of abdomen, which on palpation felt 
firm but not hard and did not have a sharp definite edge (this 
subsequently proved to be an enlarged spleen). Pelvic exami- 
nation was essentially normal except for mild senile vaginitis; 
the extremities and deep tendon reflexes were normal. The 
chest roentgenogram was essentially normal. A_ retrograde 
pyelogram showed good renal function and normally outlined 
kidneys, the left being separate from a large mass evident in 
the left flank and abdomen. The upper gastrointestinal roent- 
genogram series showed no abnormalities in that system and 
indicated that the mass in the left side of the abdomen was an 
enlarged spleen. Skull roentgenograms were normal. No ab- 
normalities of the ribs, vertebrae, or pelvis were noted on the 
films taken. The electrocardiogram was normal. 

The initial laboratory studies of venous blood showed the 
following results: hemoglobin 20.2 gm. (sedium carbonate and 
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photoelectric determination), red blood cells 7,200,000 per 
cubic millimeter, white blood cells 5,700 per cubic millimeter, 
blood platelets from 29,000 to 74,000 per cubic millimeter, 
prothrombin time 26% of normal, nonprotein nitrogen 31.6 
mg. per 100 cc., and sedimentation rate 0.5 mm. per hour 
(Wintrobe). The bleeding time was 20 minutes, and the co- 
agulation time 6 minutes. The differential count of the blood 
smear showed: 20 to 28% segmented neutrophils, 46 to 55% 
staff form neutrophils, 13 to 17% lymphocytes, 1 to 5% 
monocytes, 1 to 2% blast forms, and 4 to 5% unclassified 
young white blood cells on several counts of 100 cells. The 
initial urinalysis showed specific gravity 1.012, pH 5.5, 
albumin 4+, no glucose, a microscopic rare white blood cell, 
and Bence Jones protein negative. At the time of pyelography 
the albumin was found in both kidneys. Smears from a sternal 
marrow aspiration were reported to show little true marrow 
tissue, a normoblastic erythroid hyperplasia, and no mega- 
karyocytes. The operator had great difficulty in aspirating 
enough marrow to prepare an adequate smear. 

Further questioning at this time in regard to the history 
revealed that the patient had borne four children without undue 
bleeding or other difficulty, and none of them had shown to 
date any abnormal bleeding tendencies; however, the patient 
stated that when she had had her teeth extracted 15 years 
previously (at age 45) there was excessive and prolonged bleed- 
ing of the gingiva for several days. Since that time she had 
noted the occurrence of easy bruising with ecchymoses appear- 
ing in the skin at times even without apparent trauma. Nose- 
bleeds had also occurred spontaneously on numerous occasions. 
Ten years previously (at age 50) a perineorrhaphy had been 
done, and a perineal hematoma appeared postoperatively, 
which resulted in a sloughing of the sutures and failure of the 
repair. No enlargement of the spleen was noted at that time. 
Two years later the operation was repeated successfully with- 
out untoward bleeding or other incident. During the seven 
years prior to the present period of observation she had taken 
various medicaments more or less regularly for hypertension. 
Her local physician reported that these drugs were theophylline, 
aminophylline, phenobarbital, and Veratrite (a combination of 
veratrum viride, sodium nitrite, and phenobarbital). During 
these years no enlarged spleen had been noted at any time. She 
had not been examined between Feb. 20, 1947, and Sept. 14, 
1948. 

After the initial studies were completed the patient was 
treated with large amounts of synthetic vitamin K, rutin, 
ascorbic acid, and a polyvitamin preparation. After about a 
week of this treatment a recheck of the peripheral blood 
showed an improvement of the bleeding time to 5 minutes, 
coagulation time to 4 minutes, and prothrombin time to 70% 
of normal; the platelets had increased to 128,500 per cubic 
millimeter. A tourniquet test at the same time was strongly 
positive, and several small cutaneous ecchymoses were seen. 
The total serum protein was 7.03 gm. per 100 cc.: 5.22 gm. 
per 100 cc. albumin and 1.81 gm. per 100 cc. globulin. 

A series of five small therapeutic exposures of x-ray over 
the spleen were then given without resulting in appreciable 
shrinkage in its size. This was thought to exclude the possibility 
of a lymphoblastoma of the spleen. Examination of the sternal 
marrow was repeated at this time. It was again difficult to 
obtain true marrow tissue. Examination of the smears showed 
myeloid and erythroid elements. There appeared to be some 
arrest of the myeloid elements at the metamyelocyte level. 
Some erythroid hyperplasia was present, and megaloblasts were 
seen. Examination of eight smears failed to reveal any mega- 
karyocytes. A Congo red test was then performed, and 80% 
of the dye was retained on one occasion and 72% on recheck 
five days later. 

Another test of the bleeding time gave a figure of 1% 
minutes, of the coagulation time 6 minutes, and of the platelet 
count 152,200; a biopsy procedure was thought to be safe. A 
small left rectus incision was made, and the enlarged, rather 
soft purplish spleen was exposed and a biopsy specimen ob- 
tained. Splenectomy was not considered at this time because 
of the complete absence of megakaryocytes. A biopsy was also 
obtained from the liver, which appeared grossly normal. 
Microscopic examination of the liver tissue showed fatty meta- 
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morphosis. The spleen tissue showed distortion of the general 
architecture because of the presence of hematopoietic foci, 
including numerous megakaryocytes (fig. 1). A collection of 
hyalin material in one area was suggestive of amyloid but not 
typical of the usual picture of parenchymatous amyloid dis- 
tributed about the central arteries and deposited within the 


Fig. 1.—Biopsy specimen from spleen taken September, 1948. Note the 
megakaryocytes and hematopoiesis. 


malpighian bodies. The pathological diagnosis was myeloid 
metaplasia. A rib biopsy was also made. The rib marrow 
showed the general architecture of marrow, with no evidence 
of either amyloidosis or fibrosis. The operative wound healed 
normally in every respect. Treatment with rutin, ascorbic acid, 
and polyvitamins together with a high protein diet was con- 
tinued. 

Three months later (December, 1948) the patient returned 
for reexamination. She stated that she felt improved with re- 
spect to her fatigue and general feelings. The weight was 
unchanged at 139 Ib. The spleen was unchanged in size. 
Laboratory tests showed: hemoglobin 98% (16.5 gm.) (Sahli), 
red blood cells 5 million, white blood cells 8,800; blood smear, 
68% segmented neutrophils, 2% staff form neutrophils, 28% 
lymphocytes, and 2% monocytes; platelet count 172,000; 
bleeding time 4 minutes; coagulation time 3 minutes 45 sec- 
onds. Quantitative test for albumin in the urine showed 1.8 
gm. per liter. A sternal marrow biopsy was performed with a 
Turkel biopsy needle. Several plugs of tissué were obtained, 
and sections were made. These were reported to show a diffuse 
distribution of cells with little evidence of fat and absence of 
the usually encountered hematopoietic islands. There was sug- 
gestive evidence of hyalin material. Megakaryocytes were 
numerous but showed no platelet formation. The special amy- 
loid stains were indefinite and not conclusive of the diagnosis. 

The patient was seen again in March, 1949. The spleen was 
definitely larger. No enlarged lymph nodes were found. 
Laboratory tests showed: sedimentation rate 1 mm. per hour 
(Wintrobe); hemoglobin 102% (17.5 gm.) (Sahli); red blood 
cells 5,150,000; white blood cells 8,700, with 60% segmented 
neutrophils, 2% staff form neutrophils, 2% eosinophils, 32% 
lymphocytes, and 4% monocytes; bleeding time 2 minutes 45 
seconds; coagulation time 9 minutes 40 seconds; and platelet 
count 276,000. Urinalysis showed specific gravity 1.020, pH 5, 
albumin 3+, and no reducing substances. The Congo red test 
showed 45% retention of the dye. The findings in June, 1949, 
were essentially similar to those already noted. 

In September, 1949, she complained of some increase in 
fatigue, generalized “hurting” of the head, and mild mental 
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fogginess. The laboratory findings were unchanged. The Weight 
was 135 lb. (61.2 kg.) and blood pressure 156/90 mm. He 
The spleen was definitely larger, the free edge now reaching 
to the umbilicus and left iliac crest. At this time there e. 
veloped rather acutely an aseptic inflammation and edem, 
of the right great toe with subsequent appearance of a necrotic 
ulcer on the plantar surface at the base. Priscoline (2-benzy). 
2-imidazoline), rest, elevation, and plain sterile dressings were 
prescribed. The lesion healed completely in a few weeks. This 
was thought to be a vascular thrombosis. The laboratory anq 
other findings were unchanged in November, 1949. She was 
hospitalized in January, 1950, for a mild case of acute brop. 
chitis, which subsided in a few days. Penicillin therapy was 
begun. At this time the hemoglobin was 87% (13.5 gm) 
(Sahli); red blood cell count 5,460,000; and white blood celj 
count 8,200, with 66% segmented neutrophils, 3% staff form 
neutrophils, and 31% lymphocytes. The nonprotein nitrogen 
was 36 mg. per 100 cc. The urine showed 2+ albumin. The 
chest roentgenogram showed some increase in bronchovascular 
markings. 

Between January, 1950, and May, 1950, the patient noticed 
increasing weakness, fatigue, and anorexia. On May 5, 1950, 
she was admitted to the hospital because of persistent and 
uncontrollable nosebleed. A blood cell count showed hemo. 
globin 41% (6.6 gm.) (Sahli) and white blood cells 195,000, all 
classified as lymphoblasts. No mature neutrophils were seen 
on the entire slide (fig. 2). The urine was reported negative for 
albumin. In spite of blood transfusions, vitamin K, penicillin, 
and other supportive measures, the patient died on the third 
day. 

The significant gross postmortem findings were reported as 
follows: 1. The spleen weighed 2,880 gm. The general con- 
figuration was not markedly changed from normal. The splenic 
notches were discernible. The capsule was smooth and glisten- 
ing and showed numerous small pitted areas, ranging in size 
up to 0.5 cm. in diameter, and the surface was reddish-brown 
in color, showing a faint yellowish mottling. On cross section 
a dark reddish-gray slightly granular cut surface was present, 
in which the normal splenic markings were completely ob- 


Fig. 2.—Smear of peripheral blood taken just before death in May, 
1950. Note the numerous biast cells of myeloid origin. 


literated; however, a vague mottled pattern was seen in which 
the general basic reddish-gray color showed vague areas that 
were dark reddish-purple in color. 2. The liver weighed 1,680 
gm. The external surface was smooth and glistening and 4 
normal reddish-brown color. On cross section a granular red- 
dish-brown cut surface was seen. A 2.0 cm. thin-walled cyst 





, a a a a 


a = a ee a ee a a ae ae 


- 2 wee asc ae mS wee ase 


-— oo fo 2 fm we we Url! 





1953 


‘ight 
Hg. 
hing 

de. 
ema 
Otic 
1zy]- 
were 
This 
and 
Was 


Was 
gm.) 
cell 
orm 
gen 


ular 





lay, 


ich 
that 
680 
da 
red- 
cyst 


Vol. 152, No. 17 


filled with clear fluid was present in the lateral-most aspect of 
the right lobe. The right lobe also showed several worm-like 
streaks, Which appeared to be either dilated bile canaliculi or 
dilated veins present on its anterior surface. These varied in 
size up to 0.1 cm. in diameter and measured as much as 2.0 
to 3.0 cm. in length. They seemed to course immediately 
eneath the capsule. 3. The left kidney weighed 114.0 gm., 
and the right 122.0 gm. The capsule of each kidney stripped 
with moderate difficulty from a very granular pale pinkish- 
yellow to tan surface. On cross section the cortical-medullary 
demarcation was quite sharp. The cortex was pale tan in color 
and measured 0.7 cm. in thickness. The pyramids showed a 
rather marked paleness, and the pyramidal markings were less 
distinct than usual. There was no abnormality of the calices 
or pelvis. 

Microscopic examination of tissue was reported as follows: 
1. The general architecture of the spleen was completely re- 
placed by a connective tissue stroma in which there were 
numerous leukocytic cells (fig. 3). These showed only a scanty 
amount of cytoplasm, and very few of them could be identified 
as to the cell type. Compared with the surgical material the 
appearance was quite different, the surgical material having 
been obtained in 1948. In this there were large numbers of 
megakaryocytes present. 2. The general architecture of the 
liver was fairly well preserved. The sinusoids obviously showed 
leukocytic cells, and in a few areas there were hematopoietic 
foci, none of which contained megakaryocytes. 3. In the kid- 
neys there were a few small cortical scars. The tubular system 
was quite well preserved. The glomeruli all showed a variable 
degree of glomerulosclerosis with marked reduction in the 
vascularity. In the majority of instances there was a hyalin-like 
material deposited beneath the capillary walls not associated 
with inflammatory cell infiltration. There was no evidence of 
crescent formation and very little evidence of thickening of 
Bowman’s capsule. In some instances the glomeruli contained 
a few rounded hyalin masses, but this was not a common find- 
ing. The arterioles were thick-walled and often showed hyalini- 
zation. A few of the medium-sized arteries showed hyalinization 
but very little endarteritis obliterans. There seemed to be no 
interstitial deposition of any hyalin material. Stains of the 
kidney with Congo red and crystal violet for the demonstration 
of amyloid were made and showed no evidence of amyloid. 
4. Section of the rib showed that the normal bone marrow was 
almost completely replaced by leukemic cells. 5. Several lymph 
nodes showed foci of leukemic infiltration but not of hemato- 
poiesis. Klatsch preparations of bone marrow showed that the 
majority of cells were blast forms but were associated with 
cells of the myeloid series; hence it was assumed that the cells 
were mostly myeloblasts. A review of the peripheral blood 
smear that was made during the patient’s :ife also shows that 
the majority of these were blast forms and were probably 
myelogenous instead of lymphogenous. 


COMMENT 


The end-phase of this case as indicated by the periph- 
eral blood with marked anemia, thrombocytopenia, and 
a very high white blood cell count with almost 100% 
blast forms, as well as the evidence of leukemic infiltra- 
tion into the bone marrow, lymph nodes, spleen, and 
liver, seems to be indistinguishable from myelogenous 
leukemia. However, during the intermediate phase of 20 
months’ direct observation there was more or less poly- 
cythemia, a normal or slightly leukemoid picture of the 
white blood cells in the peripheral blood, apparently mye- 
lofibrosis, no evidence of leukemic infiltration of any 
organs, and characteristic myeloid metaplasia of the 
spleen. We thought that we were dealing with a typical 
case of agnogenic myeloid metaplasia until the change in 
the peripheral blood appeared during the last days of 
the patient’s life. Primary amyloid disease was considered 
for a time because of the marked albuminuria without 
other evidence of nephritis, the positive Congo red test, 
difficulty in aspirating cellular elements from the bone 
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marrow on repeated attempts, and the suggestive hyalin 
material in the original biopsy of the spleen. Subsequent 
events and findings caused us to discard this diagnosis. 

The medical literature of the past 10 years indicates a 
difference of opinion as to the relation of agnogenic mye- 
loid metaplasia to leukemia. Block and Jacobson * in 
their excellent review of the subject and Jackson, Parker, 
and Lemon ®* earlier indicate that, while myeloid meta- 
plasia is a syndrome of varied cause, it is to be sharply 
distinguished from leukemia because of the apparent 
marked difference in prognosis and treatment. 

The case presented here certainly qualified as one of 
agnogenic myeloid metaplasia for many months and was 
treated as such, but we could hardly avoid the diagnosis 
of leukemia after making the terminal clinical and nec- 
ropsy observations. We call attention particularly to the 
marked change in the microscopic appearance of the sec- 
tions of spleen taken at necropsy from those taken at 





Fig. 3.—Postmortem specimen from spleen in May, 1950. Note the rare 
megakaryocytes and replacement of general architecture by leukocytic 
cells on connective tissue stroma. Compare with biopsy specimen taken 
September, 1948. 


biopsy 20 months earlier. Practically all evidence of mye- 
loid metaplasia had disappeared, and there was a diffuse 
fibrosis and leukemic infiltration at the time of necropsy. 

One of us (J. R. S.) has not uncommonly found pa- 
tients with a full-blown leukemia who seem to have an 
unusually dense marrow cavity, in which difficulty is 
encountered in aspirating any cellular elements, and 
others in whom there has been practically no infiltration 
of any of the parenchymatous organs, the only major 
involvement being the bone marrow and the blood. In 
some instances even the peripheral blood shows very little 
change. 
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We do not hope to resolve any controversies about the 
fundamental nature of myeloid metaplasia or of leukemia 
on the basis of this one case. We present it simply as an 
unusual case of apparent leukemia with an early course, 
which was like that described for agnogenic myeloid 
metaplasia. After all, not many cases of leukemia are 
observed from a time before their apparent onset till their 
final termination. Perhaps this will serve as some evi- 
dence of what leukemia may be like ia its earliest stages 
and perhaps some evidence of what may happen ulti- 
mately to some cases of agnogenic myeloid metaplasia. 


SUMMARY 


The case of a 60-year-old white woman is presented 
who showed the characteristic findings of agnogenic 
myeloid metaplasia during a period of about 20 months’ 
observation and then the characteristic findings of leu- 
kernia just before death and in the postmortem studies. 
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NEAR FATAL REACTION TO SULFOBROMO- 
PHTHALEIN (BROMSULPHALEIN) LIVER TEST 


Leon V. McVay Jr., M.D., Memphis, Tenn. 


The determination of sulfobromophthalein (Brom- 
sulphalein) retention is one of the most commonly em- 
ployed hepatic function studies. Its importance in the 
diagnosis of liver disease is generally recognized. This 
procedure has been designated, and is widely regarded, 
as the most valuable of the excretory tests of liver func- 
tion. While several mild allergic reactions to sulfo- 
bromophthalein have been reported, only a few serious 
effects have been observed.” The purpose of this paper is 
to describe a near fatal reaction to this laboratory pro- 
cedure and to suggest certain precautions in its use. 


REPORT OF A CASE 


A 68-year-old Negro man was observed in the antibiotic 
clinic of the John Gaston Hospital and the University of 
Tennessee College of Medicine on April 28, 1952. Since Feb. 
17, 1949, this patient had been observed by the general medi- 
cine clinic because of arteriosclerotic heart disease, with cardiac 
insufficiency. Medication had consisted of digitalis, ammonium 
chloride, low sodium diet, and occasional administration of 
mercurial diuretics. There was no personal nor familial history 
of allergy. 

On Jan. 14, 1952, this patient was selected as one of 450 
geriatric patients who were being studied with regard to the 
effect of prophylactic antibiotic therapy on intercurrent infec- 
tions. As a portion of this investigation, a series of hepatic 
function determinations, including the sulfobromophthalein test, 
were carried out at regular intervals. The test was performed 
on Jan. 14, 1952, with 10% retention at 45 minutes. No 
untoward side-effects were caused by this procedure. 

On April 28, 1952, 5 mg. of sulfobromophthalein per kilo- 
gram of body weight was again injected intravenously. Approxi- 
mately three minutes were required for the administration of 





From the Division of Medicine, University of Tennessee College of 
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the dye. As the needle was being withdrawn, the patient com. 
plained of dyspnea and became quite apprehensive. He de. 
scribed a severe choking sensation and, in two to three minutes, 
was covered with cold perspiration. In addition, the patient 
complained of generalized pruritus of extreme severity and, 
while no epigastric or abdominal pain was present, vomited 
twice. In less than five minutes, the cardiac rate increased 
from 94 to 136 per minute. The blood pressure, which had 
been recorded as 110/82 mm. Hg 15 minutes prior to the 
intravenous injection, dropped to 72/64 mm. Hg 5 minutes 
after the dye had been administered and was 68/48 mm. Hg 
shortly thereafter. A comatose state rapidly developed. Pul- 
monic examination revealed a few inspiratory rales in the bases 
of both lungs. 

The patient was immediately placed on an examining table 
in the clinic, his feet were elevated, and oxygen was adminis- 
tered by nasal catheter. Five-tenths of a milliliter of epinephrine 
hydrochloride in 1:1,000 solution was injected subcutaneously 
with no apparent result; injection was repeated using 0.3 mi. at 
five minute intervals on four occasions. Despite the injection 
of epinephrine, the blood pressure, 15 minutes after the onset 
of the episode, was 56/40 mm. Hg; however, within 30 minutes 
it had increased to 78/64 mm. Hg. The comatose state per- 
sisted for approximately 30 minutes; for an additional 10 to 
15 minutes, the patient was disoriented as to time, person, 
and place. Approximately two hours after consciousness was 
regained, the blood pressure was 112/68 mm. Hg. The patient 
was, however, extremely weak and was admitted to the medi- 
cal service of the John Gaston Hospital for observation. 















Fig. 1.—Intradermal reaction to sulfobromophthalein 10 minutes after 
injection. Area of erythema measures 4.5 by 6.5 cm. 


On hospitalization, the only complaint was weakness; ex- 
treme apprehension also persisted. Physical examination re- 
vealed no pertinent findings. The white blood cell count was 
26,100 per cubic millimeter, with 84% polymorphonuclear 
leukocytes and 16% lymphocytes. Four hours after admission, 
a low grade fever developed and persisted for 24 hours. It 
reached a maximum of 100 F (37.8 C). Serial electrocardio- 
grams were not revealing, and peripheral blood values re- 
turned to normal in 72 hours. The patient was discharged 
from the hospital on the fourth day in an asymptomatic con- 
dition and with no evidence of sequelae. 

On his return to the antibiotic clinic, it was decided to omit 
the sulfobromophthalein determination from his future studies: 
however, on Jan. 15, 1953, an intradermal skin test was car- 
ried out. Sulfobromophthalein was diluted with equal parts 
of isotonic sodium chloride solution, and 0.1 ml. of this mix- 
ture containing 2.5 mg. of the dye was injected into the volar 
aspect of the right forearm. Sodium chloride solution alone was 
injected into the left forearm. Within 10 minutes, an irregular 
area of erythema was present on the right forearm; this meas- 
ured 6.5 by 4.5 cm. (fig. 1). Furthermore, the patient noted 
minimal dyspnea and a slight choking sensation that persisted 
for 5 to 10 minutes. Aside from mild localized pruritus at 
the site of the lesion, nothing else was observed. No change 
was apparent about the site of the control injection. During 
the ensuing two days, the reaction around the intradermal in- 
jection of dye increased progressively and reached maximum 
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intensity at 48 hours (fig. 2). At that time, the entire right 
forearm was greatly swollen. The diameter of the midportion 
of the right arm was 11.5 in. (29.2 cm.), while that of the left 
arm was 9.5 in. (24.1 cm). The involved area measured 24.5 
by 13.5 cm., was erythematous and slightly tender, and was 
-surrounded by an irregular serpiginous border. Necrosis oc- 
curred at the location of the injection. Tender axillary and 
epitrochlear adenopathy was present. For three days, the 
patient noted a slight bitemporal headache, with associated 
malaise. A low grade fever fluctuating from 99 F (37.2 C) 
to 99.8 F (37.7 C) was also present during this period. Gradual 
remission began after 48 hours, while return to normal re- 
quired seven days. No medication was administered. 


COMMENT 

Since its introduction by Rosenthal and White in 
1924,° the sulfobromophthalein test has undergone 
several modifications. In 1925, its originators recom- 
mended the intravenous injection of 2 mg. of dye per 
kilogram of body weight, with a blood specimen being 
obtained after 5 and 30 minutes.* Mateer and his associ- 
ates ° suggested that 5 mg. per kilogram of body weight 
be employed in order to furnish a more adequate test of 
hepatic reserve. Later investigators emphasized the value 
of increased retention of sulfobromophthalein in estab- 
lishing the diagnosis of chronic hepatitis in the absence of 





Fig. 2.—Intradermal reaction to sulfobromophthalein injection at 48 
hours. Necrosis is present at the site of injection. The area of involvement 
measures 13.5 by 24.5 cm. 


jaundice.* Its importance in detecting early cirrhosis has 
been frequently demonstrated.’ Recently, a significant 
correlation between the degree of sulfobromophthalein 
retention and diffuse liver cell damage was reported.* It 
is now generally recognized that retention of more than 
6% of the dye 45 minutes after the intravenous injection 
of 5 mg. per kilogram of body weight is indicative of liver 
cell damage. The test, however, is of value only in the 
absence of conspicuous jaundice. 

At present, the sulfobromophthalein test is one of the 
most commonly employed hepatic function studies. 
Several factors have contributed to its widespread popu- 
larity; the dye is soluble, its solution is rather stable, it is 
not overly irritating to the tissues, and it is only very 
rarely a cause of venous thrombosis. In 1950, Greene * 
concluded that sulfobromophthalein had generally be- 
come recognized as the substance of choice as an ex- 
cretory test of hepatic function. 

While occasional mild allergic manifestations have 
been noted with this test, the first severe toxic reaction 
was not observed until 1946,* when an acute allergic 
response occurred in a patient known to have bronchial 
asthma. Another serious reaction was observed in 1951. 
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The case described in this paper emphasizes the poten- 
tial danger of this laboratory procedure. It would appear 
that, if a patient has previously been subjected to a 
determination of the sulfobromophthalein retention, an 
intradermal test should be carried out before it is re- 
peated. This would seem to be especially indicated if 
there is a history of allergy. In all instances, the dye 
should be administered cautiously over a period of at 
least five minutes. 


SUMMARY AND CONCLUSIONS 
A near fatal reaction to the sulfobromophthalein 
(Bromsulphalein) liver test is described. The case re- 
ported provides evidence that this widely employed 
laboratory procedure is not entirely innocuous. Certain 
precautions in its use are recommended. 


1304 Government St., Mobile, Ala. 
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TWENTY PER CENT CARBON DIOXIDE 
INHALATION IN MUSCULAR RIGIDITY 


INDICATIONS AND CONTRAINDICATIONS 
Temple Fay, M.D., Philadelphia 


Inhalation of a mixture of 20% carbon dioxide and 
80% oxygen as a diagnostic and therapeutic measure in 
certain types of rigidity and manifestations of dystonic 
disorders has been used for the past 12 years. In view 
of the sudden and rapid adoption of this procedure by 
physicians and physical therapists for certain neuro- 
muscular types of dysfunction, popularly known as 
“cerebral palsy,” a brief survey of the basis for the use 
of this procedure, of its presently known values, and of 
definite contraindications to its use is in order. 


Since the report in 1952 of clinical observations * on 
the use of this procedure, various reports of success or 
failure with this method have appeared in this country 
and abroad. It must be realized that, as yet, the physio- 
logical bases for the surprising and often startling 
changes that immediately occur, and often are sustained, 
are poorly understood; therefore, promiscuous use of 
the method by any other than enlightened medical ad- 
visors or skilled anesthetists is to be deplored. Final 
evaluation of the method can rest only on critical analysis 





1. Fay, T.: Effects of Carbon Dioxide (20%) and Oxygen (80%) Inhala- 
tions on Movements and Muscular Hypertonus in Athetoids, Tr. Am. 
Neurol. A., 1952, p. 225. 
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of large series of patients. It is not the purpose of this 
communication to deal with the detailed study and back- 
ground that led up to the clinical use of 20% carbon 
dioxide inhalation for certain carefully selected types of 
neuromuscular involvement, much of which has been 
reported elsewhere or remains to be published. A sketch 
of the background and basis for the use of this method 
is, however, appropriate for the sake of orientation, as 
are remarks on its possible effectiveness as an adjunct 
to the present therapeutic methods. 


* BACKGROUND 


It has long been known that certain manifestations of 
rigidity in postencephalitic and decerebrate states or of 
rigidity of mixed origin disappear during sleep, with 
relaxation and even cessation of repetitive gross tremors 
and movements. A similar state ensues during periods of 
restful relaxation in certain well-known, clinical types of 
torticolis. The question arose about 12 years ago why 
these desirable periods of freedom from the distressing 
tonic and hyperkinetic states should occur, even though 
it has long been recognized that the pathological condi- 
tion in the central nervous system is a fairly constant 
and fixed process. At first it was assumed that “sleep,” 
with its indefinable physiological qualities, was respon- 
sible for this neuromuscular relaxation state. It was 
obvious that, if the patient could be given appropriate 
therapy and treatment during such relaxed phases, much 
might be accomplished in the training of better control 
of finger, hand, arm, leg, neck, and facial movements. 
In other words, if the qualities of consciousness and 
activity could be retained and at the same time the 
relaxation present during sleep maintained, many bene- 
fits would be obtained through corrective therapy. 

Close clinical study of the problem indicated that 
respiration was involved in some direct manner and that 
hyperventilation was present during the active periods 
of wakefulness (i. e., crying, movement, and explosive 
speech). It was felt that this factor, superimposed on the 
primary disease of the nervous system, might lead to 
accentuation of undesirable symptoms during conscious 
periods. This clue suggested the possibility that hyper- 
ventilation, with its known hypertonic effect on muscle 
tone (tetany) and its tendency to produce alkylosis (loss 
of carbon dioxide), might be an important factor. 

Momentary correction of chronic carbon dioxide lack 
was considered as a possible diagnostic measure to 
evaluate the muscular effects of carbon dioxide defi- 
ciency (hyperventilation component) in order to dis- 
tinguish between the effects of this phenomenon from 
the intrinsic neurological alteration of function arising 
from the central lesion. The vasodilator effects of carbon 
dioxide on cerebral vessels, noted by Schmidt, and the 
psychomotor relaxation states produced by inhalation 
of 10% carbon dioxide, observed by Meduna, led to the 
selection of a 20% concentration of carbon dioxide for 
use in this procedure. It was found that this concentra- 
tion is sufficiently intense to produce a physiological 
effect without producing loss of consciousness. When 





2. The reports, which are to be published, were read before the Danish 
National Society of Physical Medicine, Copenhagen, 1951; the American 
Neurological Association, Atlantic City, N. J., June, 1952; the American 
Academy for Cerebral Palsy, Durham, N. C., October, 1952; and the 
Orthopedic Club, Philadelphia, March, 1953. 


J.A.M.A., Aug. 22, 1953 


levels of 25 to 30% or higher are administered, loss of 
consciousness may ensue. 

Eight years ago, it was repeatedly observed that 
inhalation of a mixture of 20% carbon dioxide and 80% 
oxygen for one to three minutes by patients manifesting 
true rigidity produced immediate and surprising reduc- 
tion in muscle tone and facility of movement, with a 
tendency toward a smoother more coordinated type of 
response than had previously occurred with any other 
procedure or drug. After this procedure, the patient 
was capable of understanding and responding to com- 
mands, often could perform many movements for- 
merly impossible for him to perform, and had better use 
of the muscular structures during the short period of 
inhalation. It was anticipated that the effects of this 
procedure would be only diagnostic (to confirm the 
presence of true rigidity as distinguished from spasticity), 
and that the response would be only temporary. The 
surprising clinical result was that the effects in many 
instances persisted as long as three weeks after a single 
inhalation, with striking alteration in the previous neuro- 
muscular tone and response. 

The effects and details of this response and the 
explanations for it have been studied over the past four 
years and have been reported elsewhere.’ Particularly 
interesting was the question of why the brief inhalation 
of concentrated carbon dioxide should produce a sus- 
tained clinical state of improvement, even though the 
pathological process was known to be chronic or more 
or less fixed. No adequate or acceptable physiological 
explanation has been established, although discussion 
and speculation are increasing. Yet, the fact remains that 
improvement has been sustained in patients with certain 
types of disease for periods exceeding three years, when 
fortified by the appropriate physical therapeutic meas- 
ures now available. One inhalation episode or subsequent 
episodes given weekly, monthly, or even semiannually 
have altered the previously distressing state to the satis- 
faction of the patient and the clinician, even though long 
established structural alterations that require orthopedic 
correction remain. Increase in facility of movement and 
sustained states of relaxation have made possible self- 
ceeding, walking, better speech expression, and addi- 
tional self-care, which formerly were impossible, and 
these favorable changes have been noted not only in 
infants and children but also in young adults and, to 
some degree, in older persons. 


INDICATIONS 


In my experience, the best results have been obtained 
in cases of the true types of rigidity (Parkinsonian and 
athetoid), and these must be clearly differentiated from 
the spastic and other structurally handicapping types. 
Currently, the clinical manifestations used to distinguish 
the rigidity group are a hypertonic state of the muscles 
in which, in the absence of fixation or chronic contrac- 
ture, there is a slow sustained resistance of the muscles 
to stretch, often described as “lead pipe” rigidity, or a 
more jerky form of resistance of the muscle to stretch, 
commonly known as “cog wheel” rigidity. When there is 
impairment of coordinated movement or postural fixa- 
tion of the extremities due to hypertonic muscular states, 
a so-called paralysis (paralysis agitans) results. In many 
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athetoid patients and patients with postencephalitic 

arkinsonism, intellectual abilities are not impaired, even 
though expressive motor facility may be greatly altered. 
The relaxed states obtained with carbon dioxide inhala- 
tion are of real benefit to patients in this group, because 
muscular responses formerly impaired are more easily 
augmented by properly directed physical therapy and 
muscles formerly “frozen” can thus be utilized. 

It became obvious that an increase in endogenous 
carbon dioxide from metabolism of carbohydrates or 
alcohol or from an increase in the volume of residual air 
in the chest, as well as an increase from carbon dioxide 
inhalation, improves neuromuscular function, and these 
longer acting adjuncts were added to the therapeutic 
armamentarium. Patients who manifested relaxation 
during sleep and who responded favorably to the carbon 
dioxide inhalation test were placed on maintenance 
regimens, which include regular breathing exercises to 
increase the chest volume and residual air component, 
and holding the breath with proper exhalation, which, 
in turn, improves carbon dioxide metabolism, so that 
the patients may retain a state of increased carbon 
dioxide availability at all times. 


CONTRAINDICATIONS AND PRECAUTIONS NECESSARY 


The clinical response, although great in some patients, 
was slight in those who had neuropathological lesions or 
contractures of muscles and tendons, who did not co- 
operate, or in whom alteration of the carbon dioxide 
factor was not possible. Nevertheless, word of the value 
of the procedure has been spread so rapidly by persons 
who have been helped that little attention has been paid 
to the failures that occurred or the contraindications to 
its use. 

Inhalation of 20% carbon dioxide and 80% oxygen 
should be used chiefly in patients with rigidity, although 
it should be realized that patients with some other con- 
ditions (such as those with the spastic, mixed, and as yet 
unclassified dystonic disorders with lack of coordina- 
tion) may show a favorable response. No benefit what- 
ever can be expected in patients with intrinsic, fixed, 
pathological lesions in whom normal relaxation does not 
appear during sleep or during the inhalation test. 

It is important that the gas mixture used be pure. Some 
easily obtainable commercial forms of concentrated car- 
bon dioxide retain irritative by-products and chemical 
agents from the production process. If used, such forms 
must be purified. Carbon dioxide used in ordinary hos- 
pital anesthesia may be used. Irritation, coughing, and 
spasm may result from use of the impure material. 

Hyperpnea occurs during carbon dioxide stimulation 
of respiration. It is, therefore, highly important that the 
patient be carefully examined for disease of the lungs or 
chest in which temporary overexpansion may cause 
stretching, rupture, or tearing of adhesions. Careful 
cardiac studies and blood pressure determinations should 
be made before administration of the mixture, because 
holding of the breath, alterations in heart function, and 
some hyperkinetic movement arising during the proce- 
dure may lead to undesirable cerebral involvement. As 
yet, these complications have not occurred in my series, 
but if the mixture is carelessly administered, without 
proper medical and anesthetic supervision and if the 
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proper precautions are not taken, they could easily 
occur. In the presence of an aneurysm, extreme arterio- 
sclerosis, or a progressive brain lesion, which only care- 
ful neurological study can rule out, the procedure is 
definitely contraindicated. The usual postanesthetic care 
and observation of the patient must be maintained for at 
least a few hours. Finally, it must be remembered that 
the 20% carbon dioxide inhalation test should be con- 
sidered a diagnostic procedure by which the degree of 
muscular rigidity can be shown and the indications for 
medical and physical therapy established. 


BASIC MECHANISM 

At present, it is possible to offer only a suggestion of 
what carbon dioxide inhalation may accomplish. It is 
obvious that it can in no way alter the primary neuro- 
pathological condition. Whatever effect it has must be 
secondary to some profound change in cellular function, 
caused either directly or indirectly by the gas itself. It 
is possible that a high local concentration of carbon 
dioxide would result in a shift of the pH to a more normal 
value, even though temporarily, or that carbon dioxide 
acts indirectly on some intrinsic cellular function that 
still exists within the nervous system and is capable of 
response. In my opinion, it is reasonable to assume that 
chronic hyperventilation states exist during the waking 
hours and in some way impair the function of the 
remaining neurological units that govern muscle re- 
sponse and activity either at the peripheral or at the 
central level. (One cannot escape the possible considera- 
tion that the respiratory cycle of so-called sleep is a more 
primitive and automatic mechanism than the modifica- 
tions of inhalation-expiration that arise during awakened 
states.) It is possible that electrodynamic factors (cellu- 
lar polarity and function) are altered when carbon 
dioxide in high concentrations shifts the pH sufficiently 
to produce action similar to that of acid in a storage 
battery. As a result, single cells or groups of cells would 
extend their functional activity to control wider neuro- 
structural areas at beneficial levels. This mechanism 
would be analogous to that of the dial telephone, which, 
as a single unit, is capable of setting up a series of action 
currents or of connecting stations along a single hook-up. 
Thus, these cells are made capable of affecting a larger 
organized group of cortical or basic units, and finally 
neuromuscular activity is modified in its peripheral 
manifestations. 

Obviously, this concept must be subjected to rigid 
further analysis, but it serves at the moment to explain 
an improvement in expressive function, even in the pres- 
ence of deficient central control. That a single cell or fiber 
can function to carry a variety of impulse cycles is 
already recognized. It is possible that neural basal 
ganglion cell units, limited to almost a single activity or 
to insufficient activity by local disease or by metabolic 
neurodynamic functional loss due to chronic carbon 
dioxide lack, can be restored by repolarization to more 
normal levels of activity, i.e., to the handling of an 
increasing number of component cortical factors to an 
increasing degree. It is possible, also, that this increased 
activity may take the form of better neuromuscular 
response. 
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SUMMARY 


It has been observed and is now fairly well established 
that brief inhalation of a mixture of 20% carbon dioxide 
and 80% oxygen in certain patients manifesting true 
rigidity produces prompt neuromuscular relaxation and 
changes in movement facility. It is believed that such a 
state, often seen in these patients during sleep, is due to 
a better metabolic adjustment to carbon dioxide. In the 
awakened state, chronic hyperventilation and carbon 
dioxide lack result in superimposition of hyperventila- 
tion phenomena on the effects of the original lesion, 
which becomes apparent as grossly incoordinated move- 
ment, neurointrinsic tremor (arising from neural units 
or levels, as distinguished from muscular, metabolic or 
emotional types), and hypertonic rigid muscular states 
(tetany). It is believed that sustained alteration is pos- 
sible in patients in whom the inhalation test has shown 
that relaxation may be obtained, and maintenance 
therapy is given to correct the carbon dioxide deficiency 
directly or indirectly. 

There are important contraindications to the promis- 
cuous use of this procedure, which requires further 
observation and clinical analysis. It is important that it is 
recognized that, in patients in whom relaxation does not 
occur during the observed “sleeping period” or in whom 
a definite response is not observed during or after the 
inhalation test, the further therapeutic use of this proce- 
dure will be of little value. Therefore, such therapy 
should not be instituted without full realization of its 
limitations. When favorable test responses occur, prompt 
advantage of this temporary phase should be taken by 
active physical therapy measures and enhancement of 
body facilities for carbon dioxide elaboration and reten- 
tion. the presence of coincident thoracic, cardiac, or 
cerebral disease must be ruled out before the test is 
administered. 

Finally, the same careful care and control of the 
method must be maintained as has already been estab- 
lished for administration of any gas anesthetic. Judgment 
of the value of the procedure must rest on wider clinical 
experience, and explanations for its apparent beneficial 
effects must await further neurophysiological analysis. 


8800 Germantown Ave. (18). 





Radioisotopes.—There has been developed . . . an extension 
[of use of radioisotopes] which goes one step beyond pure 
mechanical placement. . . . It demands that an organ of the 
body do some metabolic work in achieving the end localization. 
. . . Many isotopes have been tested for their metabolic pat- 
tern in tumor tissue. . . . Some give no localization; some 
localize in critical tissues, some give fair localization but have 
poor energy characteristics. Others have the wrong half life. 
There was one rare example and probably no other simple 
element will be found which matches the promise of radio- 
iodine. . . . The future usefulness of the metabolic positioning 
ef radiation depends wholly upon research in basic tumor 
chemotherapy. ... Most ideas in tumor chemotherapy have been 
complete failures. It is to be expected that most of our present 
and future ideas will also fail; but if one ever is successful, 
there are about 30 radioisotopes which have good radiation 
characteristics and may be attached to the molecule. Even 
though it has been a continuous source of disappointment, in 
this sense the metabolic placement of radiation is still the 
greatest challenge in the field of therapeutic radioisotope re- 
search.——M. Brucer, M.D., Encouraging and Discouraging 
'Research with Therapeutic Radioisotopes, Journal of Kentucky 
State Medical Association, June, 1953. 


J.A.M.A., Aug. 22, 1953 
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ORGANIZING A HEALYH MUSEUM 


SUGGESTIONS BASED ON CLEVELAND HEALTH 
MUSEUM EXPERIENCE 


Deac Martin, Cleveland 


Although our country’s health consciousness is wide- 
spread, it is not uniform. In some communities it js 
spread more thinly than in others. In either case, a health 
museum can be a rallying point for what already exists 
in community health projects, and beyond that it can 
be an instigator of new projects that will thicken, 
lengthen, and strengthen health consciousness by inter- 
esting more persons in guarding and improving their 
personal health. 

This paper about health museums is written for physi- 
cians who agree that the medical profession is the natural 
leader in health education and who may be seeking means 
to live up to this responsibility and privilege. The con- 
clusions reached are derived from association with the 
Cleveland Health Museum since it was a nebulous idea 
in 1939, three years after its incorporation by three mem- 
bers of the Academy of Medicine of Cleveland, its secre- 
tary, and the secretary of the Cleveland Health Council. 
Lacking precedent, these men had faith but no actual 
knowledge of what might be the future developments. 
As it has turned out, the original objectives are as sound 
today as they were in 1936, but methods of reaching 
them go beyond the founders’ conceptions. Conclusions 
learned along the way by trial and error can furnish 
pointers, though not a pinpointed plan, for establishment 
of health museums elsewhere. 


As evidence of national interest in health education, 
among the 1952 visitors who came to the Cleveland 
Health Museum from every state and 27 foreign coun- 
tries, a satisfying number asked about ways to start a 
comparable project. The fact that these persons were 
impressed enough to want to “do likewise” is a good 
indicator. Others, especially foreign physicians, were at 
the museum to study the pioneering project in order to 
report on this means of mass health education. In addi- 
tion to these personal contacts, the museum receives 
letters; the following excerpt of one such letter, dated in 
mid-1952, is typical: “I think our city needs a health 
museum but I do not know what to do about it, whether 
the county medical society, the county health forum, the 
city manager, or what person or group should be 
approached. Is it approved only by Protestants . . .?” 
Answering the direct question first, Director Bruno Geb- 
hard assured the writer that all denominations utilize the 
museum and that its department of education, directed 
by Dr. Winfield G. Doyle, works closely with parochial 
as well as public school systems. No direct answer could 
cover the implied question about which local group 
should be approached to pilot a health museum move- 


Public Relations Consultant to Cleveland Health Museum since its, 
inception. 4 
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ment, because conditions vary widely in different cities. 
Any of the persons or groups mentioned, or others, may 
be successful as the bellwether. 


FIRST STEPS 

The feeling “we ought to do something for our town” 
is widespread enough to furnish evidence that some of 
the seed sown by the Bureau of Health Education of the 
American Medical Association and by localized medical 
groups has taken root. Education by special interest 
organizations, of which the National Tuberculosis Asso- 
ciation is an early example, and by basically commercial 
organizations, such as life insurance companies, has con- 
stituted part of the movement. The bureau has pointed 
to the advertising of citrus fruit as an accelerator to the 
burgeoning national interest that is back of the financial 
support of health organizations and foundations by popu- 
lar contribution. 

Among the out-of-town persons and groups seeking 
methods at the Cleveland Health Museum have been 
representatives of the Minneapolis Junior Chamber of 
Commerce; the County Medical Society of Los Angeles; 
the Pittsburgh Junior League; the Lankenau Hospital, 
Philadelphia, which will receive further comment later; 
a banker from Sacramento, Calif.; a registered nurse 
from Kansas City, Mo.; and interested persons, includ- 
ing physicians, from the British Isles, Australia, China, 
Ceylon, and Quebec. The first such investigation in the 
early 1940’s resulted in the health museum at Mexico 
City; next came one in Colombia, South America, and 
the Dallas Health Museum, which was launched by the 
Dallas Academy of Medicine and the county medical 
society in an attractive gray stone building well suited 
for museum use on the Texas state fair grounds. Medi- 
cal and public health exhibits, such as those in the Buffalo 
Science Museum, the Toledo Museum, the Museum of 
Science and Industry in Chicago, the Army Medical 
Museum, and in institutional museums, such as that in 
the Mayo Clinic, in some cases are integrated into already 
established institutions whose primary interest may not 
be health education. A health museum need not be an 
unrelated unit. Also, the physician knows best that all of 
mankind’s physical giants started from tiny embryos, 
and even a store window of health exhibits is a start. 

Basically, a health museum stands on a tripod consist- 
ting of (1) space, (2) finance, and (3) a program. The 
three need not be considered in that order; for example, 
under “financial angels” below, finance is assured ahead 
of space or a program. 

Financial “Angels.”—1. An “angel,” rather than the 
stork, could bring the baby into being through a large 
single gift, probably as a memorial. Naturally, such a 
giver may have ideas on how the gift is to be utilized. It 
is possible that the donor has a specialized interest, 
usually owing to some intimate experience, and wants the 
program centered around that main interest. If health 
education in the community may be aided by a main 
exhibit or hall devoted to diabetes, poliomyelitis, or the 
heart, for example, with a periphery of other helpful 
subjects, why should this not be done? 2. Perhaps several 
leading industries with employee health problems may 


_finance the project. The acceptance and utilization of any 
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large gift should be safeguarded, community health-wise, 
by a board of trustees, which should include physicians 
with the interest and time to see that the teachings are 
sound. 

Professional Sources. — 1. The museum may spring 
from group activity and financing by the local medical 
society. In such a case, it is reasonable to assume that 
several physicians may find several patients willing to 
contribute and that the financial burden will not rest 
entirely on the society’s members. Yet, if started in a 
small way, it may well be done without outside assistance. 
Costs will be discussed elsewhere. 2. The physicians may 
bring a health museum into being by working with some 
already established agency, such as the city health depart- 
ment or a health council or its equivalent. 

Physical Equipment Approach. — Early activity may 
center around a building or space available. A well- 
endowed hospital may furnish space, or build a wing, 
while the physicians would provide the financing of 
exhibits and the program. The hospital may furnish space 
and finance the entire physical project, while the physi- 
cians furnish the program. 

Community Approach.—The physicians could be- 
come the nucleus of a civic organization organized along 
Community Chest lines for fund raising. In the old days, 
the physician was the local public health authority and 
center of community health activities. In furnishing the 
spark to ignite public interest in a new health museum, 
the physician would reinstate himself in his old role. 
Funds could be raised from the public by means of mem- 
berships or contributions or both. “And why not?” 
queries Dr. Gebhard, “The artists do not build, equip, 
and furnish an art museum!” 

There are other ways to get started, depending on local 
conditions, and combinations of several or all of the 
methods described are possible. Whatever the start may 
be, it is most desirable that the project be tied closely to 
widely respected physicians to impress the public with 
the authenticity of the information center and as evidence 
of professional interest in preventive medicine. 

The first steps, therefore, consist actually of sales 
work, the convincing of key persons best able to be help- 
ful. If the project should develop along lines calling for 
widespread support, the sales job may become compar- 
able to door-to-door selling; lay committee members 
could canvass the community with Community Chest 
techniques. Thus far, Cleveland Health Museum has not 
gone to the public for support other than through the 
work of a membership secretary, quite different from an 
organized, high-powered “drive.” The museum has 
grown in relation to performance, a natural growth. This 
aspect may differ in different communities, but, in gen- 
eral, it is safest to promise financial supporters less than 
is actually delivered. Originally, the Cleveland museum 
membership was almost entirely composed of physicians 
and dentists. Lay membership has multiplied five times 
since 1940 and now stands at about 1,300, compared 
with 800 physicians and dentists. The lay membership 
developed mostly from the personalized approach. Mem- 
bers of the board of trustees in some cases have even 
made their Christmas card lists and, of course, the use 
of their names available to the membership secretary. 
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FINANCIAL ASPECTS 


Costs and financing of a health museum, initiated by 
any of the means already described or by others, cannot 
be blueprinted in this general comment. A project for- 
tunate enough to have a home, upkeep, and perhaps 
some personnel offered to it at the beginning is in a quite 
different position than one that must consider these 
fundamentals along with the added financing of exhibits 
and a program. Nevertheless, we do have an indicator. 
When it opened in November, 1940, Cleveland’s health 
museum had a home, a reasonably sure income of about 
$8,000 from physicians, dentists, and others who had 
pledged $10 annual memberships when and if opened, 
and a 1941 budget of $25,000 for which there was no 
guiding American experience. That first budget equalled 
about what a state society would pay today for one mo- 
tion picture with sound. 

The 1952 budget was $103,000 in round numbers. 
Because of the need for additional space, especially 
larger lecture hall facilities, and because of programs that 
would be possible through instigation by the museum and 
by unexpected requests from other sources, the 1952 
budget appears less adequate to me than did the original 
one when we had nothing with which to make compari- 
sons. This is not a statement of frustration but one indi- 
cating experience, and it serves to point up Dr. Gebhard’s 
statement that stems from museum experience both in 
this country and in Europe: “A good museum is never 
finished.” The moral to some local group, thinking in 
terms of a place for visual health education over a pe- 
riod of years, is obvious. The following tabulation shows 
the highlights of the 1941 budget, which the individual 
local groups might divide or multiply by whatever figure 
changes $25,000 into a realistic amount for the local 
situation; it is shown in comparison with the 1952 
budget: 

1941 1952 

Administration $12,000 $ 22,000 

si. cnibededie cacnetdveontevkioves 4,800 21,000 

Promotion-membership 3,700 16,500 


NN as Sckdloncésuacsatsaweatadesactseews 4,200 27,000 * 
Edueation 300 16,500 


$25,000 $103,000 


* Includes building exhibits for others. 


The 1941 budget was predicated on a schedule in 
which the museum was to be open 6 hours daily on week 
days and 2 hours on Sunday, a weekly total of 44 hours. 
In 1952 the museum was open 59 hours weekly. Sunday 
is the big day in attendance. Nights are preferred by 
some groups and, to a lesser extent, by some persons. 
The greater the number of hours open, the higher will be 
the light, heat, maintenance, and upkeep bills. It is wise 
to feel the pulse of the community and try to set the open 
hours for a theoretical steady flow rather than for peaks, 
when crowds can be so great that the visitors do not have 
opportunity to absorb what they see. A board of trustees 
can point with pride to large attendance figures, but a 
more important criterion of success is the degree to which 
misinformation is eradicated and replaced by sound 
health facts. The more the museum is open after the hours 
of the typical office and industrial day, the better is the 
chance to compete with the beer parlors for attendance 
of those whom you most want to reach. 


J.A.M.A., Aug. 22, 1953 


It is difficult to anticipate the growth of a new venture, 
but Cleveland’s experience makes it possible to lay down 
an axiom. A good program will inevitably lead to de. 
mands for an even better and larger one and a larger 
budget; for example, in Cleveland, television programs 
now require not only the time of the departments of 
education and public relations but also time and ma- 
terials from the workshops for television “props.” 
Adding an exhibit may have the same end result as 
occurred in the case of Juno, the Cleveland museum’s 
talking transparent woman. Someone must supervise 
when she “speaks” for 15 minutes of each hour in her 
little science theater. Increased over-all attendance means 
a larger staff will be required to handle it. 

In the beginning, the responsibility for financing mass 
health education rests squarely on the shoulders of the 
originators. Unless there is assurance of income by en- 
dowment, the first few years require careful planning 
toward a growing membership roster and contributions. 
The latter may come from business houses and from 
specialized voluntary health agencies or from almost any 
kind of lay group sufficiently interested in the project to 
take on money-raising activities among themselves for 
the health museum, with the community as beneficiary. 
An expanded program made possible by additional funds 
may be construed as something meaningful to the physi- 
cian who feels an obligation to contribute some of his 
own effort to the health education of the community in 
which he lives. Omitting the countless extramural con- 
tacts made possible by Cleveland’s expanding program 
in 1952, the visitors within the museum’s walls were 
exposed to about 90,000 hours of voluntary health edu- 
cation, which included medical specialties. To do that 
much for the community, each of the area’s 2,000 physi- 
cians would have had to devote 45 hours of his spare 
time, about one full work week, to health education. 


HEALTH MUSEUM IN A HOSPITAL 

The local hospital may offer the best place to start a 
health education exhibit and related activities that might 
be identified as a “health museum.” “Museum” is a good 
term, in one sense, because the public knows that it 
means “things to look at,” although too often the public 
relates it to the hush-hush, mustn’t-touch atmosphere 
associated with many museums. The lively characteristics 
of the Cleveland Health Museum have been reported in 
this journal and others, and it seems safe to omit any 
description here of the Ohio exhibits and methods. A 
hospital is a natural place for health education. A person 
who usually thinks little about health becomes personally 
interested in the corporal house in which he lives when 
a supporting member sags, or the plumbing jams, or leaks 
develop, or even when he imagines such damages to his 
very personal property. In consequence, the modern 
hospital can be a place for education, a place of hope 
rather than a last resort, and a place where teaching 
“health through knowledge” can be extended to visitors. 

The planners of the new Lankenau Hospital in Phila- 
delphia planned a health museum for well or sick persons 
as an integral part of the 6 million dollar project to 
be compieted in late 1953. Thus, Lankenau Hospital 
will become a center for community health education, 
with a program coordinated under an educational direc- 
tor working with schools, industry, and various agencies. 
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A valuable adjunct to the health museum section, for 
which many Cleveland exhibits are being duplicated, is 
an auditorium to be used for forums, lectures, demonstra- 
tions, and motion pictures. The medical society consider- 
ing possibilities of health exhibits may well center upon 
the possible use of a room in a hospital as a start, even 
though few have $300,000 and 4,000 sq. ft. of specially 
designed exhibit space and facilities ready-made for a 
launching, as does Lankenau.* 


PLANNING THE PROGRAM 

The foregoing has not been offered as a blueprint 
applicable to a health museum anywhere. As stated early, 
its purpose is to indicate some of the problems faced in 
undertaking a new project and some of the answers as 
they have applied in Cleveland. It is with the same pur- 
pose that the leg of the tripod labeled “program” is dis- 
cussed. Suppose that space is available and funds are in 
hand or in sight. What kind of a program should be 
offered? Here the Cleveland experience provides prece- 
dent that may be applicable. Dr. Gebhard says that 
principles are the same here as in Europe or in “darkest 
Africa” for that matter. “One of the earliest considera- 
tions should be the scope of the program. Here personal 
preferences, likes and dislikes are very likely to crop up. 
Some may lean to the biological—from conception to 
senility. Others may want to present the effects of geo- 
graphical location on health. Population or racial themes 
may be a favorite of someone else, or nutrition, medical 
specialties or whatever. All these and many others are 
perfectly legitimate subjects for health exhibits but the 
secret of success is not in completeness of a few but the 
variety of selection so that the over-all exhibits will have 
something for every age and interest, what We the Peo- 
ple want to know.” The scope of the program in Cleve- 
land was originally “the presentation of scientific truth 
about the human body. . . .” That has been broadened 
to include what affects the body, thus opening the way 
for exhibits, newspaper articles, and radio and tele- 
vision programs on anything from allergies and air 
pollution, as represented by the annual pollen count, to 
zymosis, as exemplified by life-like models of babies as 
they appear with cases of scarlet fever and diphtheria. 
In addition to year-round exhibits on basic biology, food 
facts, and other timeless subjects, Dr. Gebhard has 
tuned the museum to the seasons. Hot weather hazards, 
from food spoilage to poison ivy, the common cold, 
poliomyelitis, and measles, are examples of seasonal or 
cyclic subjects. 

First steps are not very different from those in the 
initial organizing of a new hospital. There is, however, 
a main difference beyond that point. According to Dr. 
Gebhard, “Patients must go to a hospital when conditions 
call for hospitalization, but the public exercises its free 
will in visiting a health museum.” What the vanguard sees 
there will determine to a considerable degree the sub- 
sequent attendance of friends and acquaintances. “Only 
a tiny portion of any urban population is interested in 
flat charts of disease, vital statistics, blown-up dietary 
lists or cadaverous specimens.” A model that only 
roughly simulates the heart and that flashes or thuds with 
each beat can inevitably draw attention to closely-related 


health educational facts about how many times a minute, 
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hour, day, or lifetime the heart beats and why and how 
such a remarkable engine should be cared for. This does 
not mean that nothing realistic should be included among 
the exhibits. One of the most effective exhibits at the 
Cleveland museum is the life-like model of an appendec- 
tomy. Often, visitors comment on its simplicity, usually 
in terms that indicate fears allayed as they apply to the 
speaker and to those nearest and dearest. That is effective 
patient.education. I doubt that better patients would 
result from the same technique as applied to cancer, 
gallstones, or an amputation. Realism must be tempered 
with judgment. “Basically a health museum should be a 
Health museum, not a museum of diseases,” in the 
Gebhard summation. 


PROGRAM PLANNERS 

Although outstanding exceptions can be cited, physi- 
cians as a class are not notable as health educators. In 
industry, it is axiomatic that some outstanding salesmen 
have been dismal flops as executives. The good salesman 
and the good physician are often solo artists, doing their 
best work person-to-person. Both may have difficulty in 
projecting, even to an understudy, whom they want to 
teach, the thinking, methods, and techniques that have 
made them great in their own specialized fields. There- 
fore, in planning methods for public health education, 
the typical physician will do well to draw on the experi- 
ence of others whose medical knowledge may be limited 
but who are teachers rather than practitioners. Teaching 
large segments of the public requires a bit of the theatrical 
approach, the primarily medical aspects being directed 
by a board or committee in case the teacher is not a 
physician. 

In seeking personnel, it should be remembered that 
the profession of health education has grown to the point 
at which graduates in the field are making their mark on 
the times. The curator of exhibits in some other type of 
science museum may well be considered for the position 
of active head of a local health museum. A member of the 
staff of a teachers’ college may fit well in the job. With 
additional training, a public relations director of a state 
or other medical society may fill the need. These sugges- 
tions are enough to indicate directions for a search that 
should turn up the right person. A physician with a flair 
for utilizing the community as his classroom is the ideal 
head for a health museum. Given the choice, however, 
between (a) a public spirited physician with no experi- 
ence in heading community activities and (b) a health 
educator or comparable person with administrative 
experience in group work, there should be a little hesi- 
tancy in hiring Mr. B., with the hope that Dr. A will go 
along with the decision and will contribute his invaluable 
knowledge and spirit to the project. In the early stages, 
the acting head could be associated on a part-time basis. 


NEED FOR INDEPENDENCE 


To serve its community best a health museum should 
be a unit on its own rather than an extension service of 
an organized medical society. There are several reasons 
for this, not the least of which is that organized medicine 
must not be wrong, while a health education entity can 





1. Gebhard, B.; Gay, D., and Kling, V.: Lankenau Pioneers America’s 
First Hospital Health Museum, Mod. Hosp. 80: 74-75 (April) 1953. 





1630 HEALTH MUSEUM—MARTIN 


experiment. Also, museums have their own methods and 
rules, many of which are based on a centuries-old experi- 
ence, for example, museum persons recognize “museum 
fatigue” and arrange exhibits and tours accordingly. The 
operation of a health museum is comparable in most 
ways to the operation of a business. Although it does not 
operate for profit, the museum must have various depart- 
ments, as does a business, and it operates under a man- 
agement that is responsible to a board of trustees. Every 
department is an essential part in the institution’s rela- 
tions with outsiders. Organized publicity is only a part 
of “Good Conduct—and Getting Credit for It,” ° the 
true meaning of good public relations. The kindly, in- 
formed physician who knows from experience how best 
to tell the facts to the uninformed or misinformed patient 
can be naive in matters concerned with reaching the 
wider public consciousness. I can recall only one major 
difference in opinion with some of the physicians with 
whom it has been my privilege to associate for about 13 
years. It should be told to illustrate the difference in view- 
points. 

Some of the physician-members fe]t that the museum 
should take a public stand on “socialized” medicine when 
the issue was incandescent. Such a pronouncement could 
have weakened the museum’s influence immeasurably 
while setting a precedent that could have led into bogs 
of argument and misunderstanding. A health museum 
can take sides in problems of poliomyelitis, diabetes, 
dietary deficiency, and air pollution, as examples of 
man’s enemies recognized world-wide. It cannot be a 
protagonist for opinions and at the same time keep an 
independent status as a specialized center for the dis- 
semination of unbiased facts gathered from medical and 
health science, which know no boundaries. A health 
museum is set on a hill in a glass house, where every 
segment of the public has access. When the museum has 
found itself, it goes beyond the intramural exhibits into 
extramural activities throughout the community. The 
public forms its own opinions as to the motives, purposes, 
methods, authenticity, and worth of such a public institu- 
tion. Regardless of how pure its motives and altruistic 
its objectives, some persons will misunderstand. It takes 
time to lay the true picture before a community. In the 
Cleveland museum’s early days a principal objective was 
to convince key persons that America’s first health 
museum was not set up by a few physicians for personal 
profit or special propaganda. During the first year, one 
skeptical newspaper man spoke of it as “Dr. —-————’s 
health racket.” Later, he wrote a favorable editorial. 
Another example is the effect of the museum’s acquisi- 
tion of the three-dimensional models of human reproduc- 
tion from Dr. Robert L. Dickinson and sculptor Abram 
Belskie. A whispering wave of “birth control” followed, 
not maliciously but simply as a live topic for conversa- 
tion. This was, however, nothing new. In 1940, while 
remodeling was under way, Dr. Gebhard, newly from 
New York, designated one room as the “Maternal 
Health” room. To many Clevelanders those words are 
synonymous with a “planned parenthood” organization. 
The room became the “Mother and Child” exhibit. 





2. Martin, D.: Getting Credit, Ohio’s Health 111: 1-7 (Dec.) 1951; 
Public Relations Is Nice Work if You Can Take It, The Quill (Sigma 
Delta Chi), June, 1951, pp. 10-20. 
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GROWTH IN SCOPE OF ACTIVITIES 


Any long-time member of the Cleveland museums 
board will agree that no group should start a health 
museum unless it expects it to grow. The original concept 
was that of a building housing exhibits that the people 
would visit. It is still the most important item, budget. 
wise, and perennially offers the most constant contact 
with the people. Yet, the housewarming was hardly over, 
in 1940, when telephone calls and personal visits showed 
widespread and active interest in getting information 
that such an institution, from its name, might be expected 
to have on hand. Soon it was drawn into special interest 
health activities. In a few cases, it was evident that some 
organizations feared that merging their effort with the 
museum might take some of the credit away from them- 
selves. Had the health museum at that stage insisted upon 
“top billing,” much cooperation would have been lost, 
with the community as the main loser. It has now become 
apparent that the staff’s intent is to aid every legitimate 
project with all the information, experience, and ideas 
it has available. Today, the museum often furnishes the 
ideas, plans the methods, and plays a principal part in 
execution of a project for which some inexperienced 
organization comes for help. If this type of help is given 
often enough, eventually a health museum will attain the 
position of “big brother,” regardless of whether brother 
appears when credits are handed out. When local news- 
papers or the radio or television industry has learned to 
turn to the museum as a source of information, for check- 
ing facts, or for comment, the health education project 
will have arrived. A newspaper conducting a pre-Christ- 
mas-holiday drive on drunken driving came to the Cleve- 
land Health Museum for much of its material, which, 
incidentally, consisted in part of the American Medical 
Association’s exhibit on the subject. 

Even though the existence of a health museum is good, 
the museum cannot afford to be static. A busy attitude is 
a requisite. This, may draw some criticism from conserva- 
tive groups and individual persons, until they learn that 
a museum’s objectives can be reached only by activity. 
This necessitates being conspicuous occasionally for the 
good of community health education. In Cleveland, an 
early self-promoted activity was a radio program with 
members of the Academy of Medicine of Cleveland as 
speakers. In early 1953, the museum and the academy 
embarked cooperatively on a television health education 
project. The early spade work in locating a sponsor and 
arranging practical details (they are multitudinous in this 
field) eventually brought the academy into the project 
as a natural collaborator, because it has the medical 
authority and personnel needed to give the desired edu- 
ational impact. The series, which is televised in Cleve- 
land and “piped” to an Ohio-wide network, consists of 
one-subject programs presented as interviews with physi- 
cians. The camera, shifting to the home of a “typical” 
Ohio family, catches the members conversing on that 
day’s subject. Their ideas on health furnish the opportun- 
ity for the physician to present truths while correcting 
misinformation. Printed digests of each program are 
offered. Response has come more quickly and in greater 
numbers than anyone had anticipated, proving again the 
public’s interest in health matters. The sponsor is an oil 
company. Although some may shudder at the thought of 
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commercial sponsorship of any public health activity, 
others will admire a sponsor with the courage and con- 
victions to invest in a program for public benefit with a 
minimum of “commercials.” Commercial sponsorship 
makes it possible for the museum, like the family physi- 
cian, to make house calls. 


CONCLUSIONS 

“The public is not interested in public health,” 
according to Dr. Gebhard. “It is concerned most with 
personal health. Therefore the basic appeal should be to 
individuals as members of a family.” Enough has been 
stated here to indicate how the pioneer health museum 
carries activities beyond the museum walls into outside 
meetings, into publications, and into homes. Information 
that is uninvited frequently evokes high appreciation, as 
proved by the museum’s mail response. A health museum 
project may be started advantageously elsewhere in a 
small way as far as space and funds are concerned. A 
large program can stem from a small space area, accom- 
plishing one thing, if nothing more: it can bridge the gaps 
between sporadic health “drives” and thus can be the 
one constant force in education of patients before they 
get sick. 

971 Union Commerce Bldg. (14). 
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REPORT TO THE COUNCIL 


The Council has authorized publication of the following 
report. 
R. T. Stormont, M.D., Secretary. 


PREPARATION AND MAINTENANCE OF STERILE 
OPHTHALMIC SOLUTIONS 


Frederick H. Theodore, M.D. 


and 


Robert R. Feinstein, New York 


Serious ocular infections resulting from the use of con- 
taminated ophthalmic solutions are becoming increasingly 
prevalent. This situation may be directly attributed to the 
astounding fact that in the United States, until recently,’ no 
section of the Federal Food, Drug, and Cosmetic Act was 
interpreted as requiring manufacturers and dispensers of eye 
medicaments to prepare sterile solutions fortified with ade- 
quate preservatives.2 Recognition of this health and economic 
hazard is growing. At present the Federal Food and Drug 
Administration, the United States Pharmacopeia, the National 
Formulary, and the American Medical Association are all 
working toward a common goal: proper safeguards for oph- 
thalmic drugs. The A. M. A. Council on Pharmacy and 
Chemistry has required sterility of commercially prepared 





1. Federal Register, No. 11, 18: 351 (Jan. 16) 1953. 

2. Theodore, F. H., and Minsky, H.: Lack of Sterility of Eye Medica- 
ments, J. A. M. A. 147: 1381 (Dec. 1) 1951. Theodore, F. H.: Contami- 
nation of Eye Solutions, Am. J. Ophth. 34: 1764 (Dec.) 1951. 

3. Theodore, F, H., and Feinstein, R. R.: Practical Suggestions for the 
Preparation and Maintenance of Sterile Ophthalmic Solutions, Am. J. 
Opnth. 35: 656 (May) 1952. 

4. Lehrfeld, L., and Donnelly, E. G.: Contaminated Ophthalmic Oint- 


, ments, Arch. Ophth. 40; 39 (July) 1948. 
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ophthalmic solutions as a prerequisite for Council approval 
for some time. Objections have been raised in regard to the 
feasibility of certain aspects of legislation concerning this 
problem; these objections served to delay the formulation of 
satisfactory statements of policy. This report is submitted for 
the purpose of clarifying and simplifying the problem, which, 
when considered in detail, is by no means insurmountable. 

The basic source of ophthalmic solutions used by patients 
is either a commercial manufacturer or a retail or hospital 
pharmacy compounding its own solutions. The particular 
danger of large-scale commercial preparation of solutions is 
that, if contaminated, the long interval between manufacture 
and use by the patient allows the widespread distribution of 
many units of grossly infected medicaments. Retail or hos- 
pital pharmacies accustomed to preparing stock bottles of 
frequently prescribed ophthalmic solutions are an equally 
serious, and possibly more frequent, source of infection, should 
lack of sterile procedures and careless handling result in con- 
tamination of such large containers. It is the opinion of the 
authors, however, that at the present time regulations should 
be formulated controlling the manufacture of only commer- 
cially prepared solutions. This should not be difficult. Regula- 
tion of the retail and hospital pharmacy presents more legal 
and other jurisdictional complications. It is felt, therefore, 
that for the time being an educational program is the best 
approach as regards noncommercial compounding. This already 
has been begun in cooperation with the National Society for 
the Prevention of Blindness.* Ultimately, the regulation of 
pharmacies must also be achieved, if all loopholes are to be 
closed. This report deals specifically with the control of the 
manufacture of eye solutions by pharmaceutical concerns. In 
the light of recent events, these companies are desirous of 
cooperating toward this end, because they realize that the 
minor additional expense and difficulty involved are well worth 
while. The related problem of ophthalmic ointments‘ is not 
discussed in this, report. 


SPECIAL ASPECTS OF OCULAR MICROBIOLOGY 

Although the eye is subject to infection by many types of 
micro-organisms, experience indicates that only a relatively 
small variety of bacteria, fungi, and viruses must be consid- 
ered in any discussion of ocular infections caused by contami- 
nated eye solutions. In this regard the most important bac- 
terium of all is Pseudomonas aeruginosa (Bacillus pyocyaneus). 
All recent episodes of drug infection have resulted from this 
organism, which may cause the most serious type of corneal 
ulcer encountered in ophthalmology. Moreover, most corneal 
infections caused by Pseudomonas species appear to be trace- 
able to contaminated ophthalmic solutions and ointments. 
This gram-negative bacillus grows readily in most mediums 
and forms both toxins and antibacterial products. To the 
latter may be ascribed the fact that the bacterium grows in 
pure culture as other contaminants are killed off. Tap water 
and solutions of the following ophthalmic drugs have been 
found to be contaminated with Ps. aeruginosa: fluorescein, 
physostigmine (Eserine), pilocarpine, scopolamine, atropine, 
ethylmorphine hydrochloride, cocaine, dibucaine (Nupercaine) 
hydrochloride, tetracaine (Pontocaine) hydrochloride, cortisone 
acetate, the sulfonamides, homatropine hydrochloride, methyl- 
cellulose, and sodium chloride. In other branches of medicine 
the importance of Pseudomonas organisms as pathogens is 
also becoming more appreciated. Investigators in the field of 
antisepsis now suggest that this bacterium should be employed 
as a test organism along with those generally used for evalua- 
tion of antibacterial activity. 

Another group of gram-negative bacilli that are capable of 
serious corneal infection are members of the genus Proteus. 
They have been found as contaminants in methylcellulose 
solutions. The only other gram-negative ocular pathogens of 
clinical importance are Hemophilus influenzae, Hemophilus 
conjunctivitidis (B. Koch-Weeks), Neisseria gonorrhoeae, N. 
meningitidis, Escherichia coli, Klebsiella pneumoniae, and 
Moraxella lacunata. These rarely, if ever, appear to cause 
serious drug contamination. 
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The only common gram-positive ocular pathogens relevant 
to this report, that is, organisms that have been found to 
cause drug contamination, are Micrococcus pyogenes var. 
aureus, species of Streptococcus, and Diplococcus pneumoniae. 
On theoretical grounds, however, Bacillus subtilis, an ever- 
present spore-forming air contaminant of low virulence, must 
be mentioned. When this organism infects the vitreous humor 
a serious abscess occurs. Therefore, care must be taken to 
prevent air contamination of drugs used in ocular surgery or 
in the treatment of penetrating injuries of the eye. From a 
practical aspect the only pathogen of the fungi to be consid- 
ered is Aspergillus fumigatus. Molds in eye solutions gen- 
erally are harmful only because they accelerate deterioration 
of the active drugs; they do not cause ocular infections. 


Contamination of ophthalmic solutions by viruses of ocular 
significance has not been known to occur during manufac- 
ture. Although it is theoretically possible, no instances of con- 
tamination by manufacturing personnel suffering from ocular 
infection of viral origin have been reported. However, solu- 
tions of tetracaine hydrochloride and sodium sulfacetamide 
have been contaminated in physicians’ offices by the virus of 
epidemic keratoconjunctivitis after the droppers have been 
accidentally in contact with the patients’ secretions during 
active infection. In one instance,® as many as 42 cases of this 
disease were caused by one infected bottle of tetracaine hydro- 
chloride. The virus of trachoma similarly may infect clinic 
bottles of eye solutions that are used in treating more than 
one patient. The viruses of herpes simplex, vaccinia, and 
molluscum contagiosum may conceivably cause drug contami- 
nation, but instances have not been reported. The only certain 
prophylaxis in office and clinic treatment of virus infections 
of the external eye appears to be the use of single dose dis- 
posable units of ophthalmic solutions, because the preservatives 
now available are ineffectual against viruses. In fact, in the 
office treatment of serious ocular infections caused by any type 
of pathogenic organism, single dose units are preferable. 


SUGGESTED PROCEDURE FOR THE COMMERCIAL MANUFACTURE 
OF OPHTHALMIC SOLUTIONS 


The technique to be described has proved successful in 
large pharmaceutical operations for the preparation of sterile 
solutions of heat labile drugs. In essence, it is simply one of 
filtration of previously prepared solutions containing suitable 
preservatives (figure). The actual steps of the procedure are 
standard pharmaceutical practice and need not be described 
here. Unless attention is paid to the following details, how- 
ever, the procedure will not result in uniformly sterile and 
potent ophthalmic solutions and may give a false sense of 
security: 

1. The containers and equipment should be autoclaved either 
in open inverted position or with sufficient internal moisture 
to ensure full exposure to saturated steam without air mix- 
ture at 121 C for at least 20 minutes. Although dropper assem- 
blies are available with plastic caps that can be autoclaved, they 
are not in general use as yet. The plastic caps commonly used 
cannot tolerate the temperatures in an autoclave, and, there- 
fore, they should be soaked in a 1% solution of phenol at 37 
C for 30 minutes, but all container parts that cannot be auto- 
claved should be replaced as soon as possible by those that can. 


2. The choice of the proper filter is of the greatest impor- 
tance. Sintered porcelain filters should be used. Those manu- 
factured by Selas Corporation of America are preferred for 
the following reasons: 1. They are available in a large variety 
of candles, funnels, and disks. 2. The no. 03 porosity (pore 
size 0.6 “) will remove all bacteria, fungi, and some of the 
larger viruses. 3. They do not carry electric charges, and 
therefore will not remove active ingredients from solutions. 
4. They are chemically inert and will not alter the pH of the 
solution being filtered. 5. They are relatively resistant to 
thermal shock and can be repeatedly sterilized by autoclaving 





5. Thygeson, P.: Epidemiology of Epidemic Keratoconjunctivitis, Am. 
J. Ophth. 32:951 (July) 1949. 
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and easily cleaned with chemicals or by heating to cherry. 
red heat in a muffle furnace. 6. They can withstand high 
pressures and vacuums. 


3. Suitable vacuum or pressure pumps should be used, 
Nitrogen (purified grade) is the gas preferred for use in pressure 
systems. 


4. The role of the personnel employed during the various 
stages of the entire operation deserves specific emphasis, 
While ordinary cleanliness and hygienic precautions will suffice 
during the earlier steps in the manufacture of ophthalmic 
solutions, it must be definitely understood that no employee 
engaged in any part of the operation should be suffering 
from infections of the eyes, the upper respiratory tract, or the 
skin, including common conditions such as herpes simplex, 
The filtration procedure will not remove most viruses, and it 
is not wise to place absolute trust in the sterilizing powers 
of ultraviolet ray radiation. Moreover, employees suffering 
from a genitourinary or gastrointestinal infection should not 
be ailowed in the area set aside for the manufacture of 
ophthalmic solutions because these infections may be caused 
by Pseudomonas organisms. Employees engaged in the actual 
filling of the individual units must prepare themselves in the 
same manner as a surgeon prior to entering an operating room. 
A surgical scrub-up, the use of a sterile mask covering both 
nose and mouth, and sterile cap, gown, and gloves are man- 
datory. 


5. The entire working area should be bathed in ultraviolet 
light. However, exposure of personnel to irradiation for the 
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entire work period might resuit in serious eye injuries unless 
proper precautions are taken to shield the eyes. Many phar- 
maceutical houses irradiate only during those times when 
workers are away from the area, such as during lunch or rest 
periods. It is important that germicidal lamps be checked at 
regular intervals to insure adequate emission of the germicidal 
wave lengths of ultraviolet light. The mere fact that these 
lamps may glow brightly does not insure adequate protection 
or a sterile atmosphere. Periodic cultures of air and surfaces 
should be taken in these rooms. Effectiveness of irradiation 
will be reduced in an area not kept scrupulously clean; proper 
attention to cleanliness will do more toward maintaining a 
low bacterial count than reliance on irradiation. 


PRESERVATIVES FOR OPHTHALMIC SOLUTIONS 


The choice of the proper preservative is of the greatest 
importance. It must be realized, however, that no antiseptic 
available at present as a preservative for ophthalmic solutions 
can be relied on. Preservatives that are generally considered 
reliable may be found inadequate on occasions, such as in the 
event of particularly gross contamination of the antiseptic or 
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when inactivation of the antiseptic occurs. Thus the addition 
of preservatives to solutions not prepared under sterile pre- 
cautions, as has been suggested by some investigators, can 
never serve as a substitute for sterile preparation of these 
drugs. 

In addition to satisfactory bacteriostatic and fungistatic 
action, a suitable ophthalmic preservative must have the fol- 
lowing qualifications: 1. It should be nontoxic. 2. It should 
be nonirritating to ocular tissue. 3. It should remain active 
indefinitely. 4. It should not have any allergenic or sensitiz- 
ing tendencies. 5. It should be compatible with most of the 
drugs and excipients used in ophthalmology. 

Six types of antiseptics have been suggested by various in- 
vestigators for use as preservatives in ophthalmic solutions.® 
Preferences in the choice of preservatives seem to change, 
often without basis in fact. A few years ago the mercurials 
were preferred; now the cationic wetting agents and the esters 
of p-hydroxybenzoic acid are favored; however, chlorobutanol, 
one of the oldest preservatives, still appears to fulfill best the 
aforementioned requirements. The reasons for this are as 
follows: 

1. The esters of p-hydroxybenzoic acid are more useful as 
fungicides than as bacteriostats. Moreover, because of their 
poor solubility in water, potassium hydroxide must be added 
in order to reach a concentration high enough to be effective 
against Pseudomonas and many other ocular pathogens.? The 
addition of even a small quantity of such a strong alkali 
would increase the ocular irritation that is likely to occur 
with this group of chemicals. Moreover, increasing the pH 
will accelerate the deterioration of the active drugs used. 


2. The mercurials are usually effective against the pseudo- 
monas and other ocular pathogens. They have several serious 
disadvantages, however. First, they often cause allergies with 
prolonged use. Second, only the more toxic inorganic mer- 
curials can be used in ophthalmic solutions requiring acid 
mediums; the organic mercurials are soluble and stable only 
in alkaline solutions. 


3. Phenols and chlorinated derivatives are too irritating in 
their effective concentrations to be useful in ophthalmic solu- 
tions. 

4. Formaldehyde sodium sulfoxylate, recommended by vari- 
ous investigators, is also too irritating to be used as a pre- 
servative for ophthalmic solutions. 


5. The cationic wetting agents (benzalkonium, cetyl ben- 
zalkonium, and phemerol) appear to be of questionable value 
for use as preservatives. Their bacteriostatic effect is too vari- 
able and, at times, unreliable, especially against Ps. aeruginosa.® 
It has been shown that the antibacterial action of active 
quaternary compounds may be diminished by the presence 
of less active quaternary ammonium salts because of an inter- 
ference phenomenon occurring on the surface of the bacterial 
cell or within the cell itself.* This could serve as an explana- 
tion for the sometimes capricious behavior of the quaternaries, 
and especially for those instances when certain strains of 
Pseudomonas were found to grow profusely in solutions con- 
taining cationic preservatives. In addition, cationic wetting 
agents are easily inactivated by high molecular anionic chemi- 
cals, such as soaps and other detergents, as well as compounded 
and natural rubber. They are incompatible with and therefore 
inactivated by certain ophthalmic drugs such as pilocarpine 
nitrate, all salicylates, fluorescein, and boric acid. Furthermore, 
both their bacteriostatic and fungistatic actions may be influ- 
enced adversely by changes in pH. 

Chlorobutanol appears to fulfill all the aforementioned re- 
quirements for a satisfactory ophthalmic preservative. The 
mechanism of the effectiveness of a 0.5% solution as a pre- 
servative is not well understood. In fact, surprisingly little has 
been written about this very useful and widely employed 
drug. Its complete antibacterial and antifungal spectrum has 
not been evaluated. On the basis ot experimental observation 
and experiences during the past 50 years of its use as a pre- 
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servative,1° however, its effectiveness against the usual patho- 
gens appears to be well established. 

Our own experiences have proved extremely satisfactory. 
In order to ascertain how long chlorobutanol is effective, a 
number of office bottles of sterile ophthalmic solutions, opened 
and used frequently over periods up to three years, were cul- 
tured by us on blood agar, thioglycollate medium, and glu- 
cose broth. All of the solutions proved to have remained 
sterile except one bottle of commercially prepared methyl- 
cellulose in use for over two years, which proved to be con- 
taminated with Proteus vulgaris. Since these dropper bottles 
had been handled by office assistants, it is reasonable to assume 
that sometimes the dropper touched the eyelids or eyelashes 
of patients, yet the solutions remained sterile. Experiments 
by one of us (F. H. T.) have confirmed those of McCulloch,*! 
who found that a 0.3% concentration of chlorobutanol was 
necessary to prevent growth in solutions inoculated with a 
loop-full of a fresh culture of Pseudomonas. Our investigations 
indicate that even weaker concentrations (0.125%) are effec- 
tive against certain strains of Pseudomonas and P. vulgaris. 
The inoculant, of course, represented a number of organisms 
far greater than that liable to occur through contamination 
during use by patients. 

There are two minor disadvantages in the use of chloro- 
butanol as a preservative. First, in the preparation of solutions, 
care must be taken to maintain a temperature high enough to 
dissolve the drug but not high enough to destroy it. Second, it 
decomposes slowly in alkaline solutions. Since most ophthalmic 
solutions are buffered to a pH of 7.4 or below, this is not a 
serious drawback. 


HANDLING OF THE FINISHED PRODUCT 


Sterile, commercially prepared ophthalmic solutions should 
be dispensed only in their original bottles. For this reason 
they should be available in small units never larger than 15 
cc. and preferably smaller. The eye dropper should be sterile 
and packaged to maintain sterility. Packaging and sealing as 
part of the unit ready for use will obviate contamination result- 
ing from careless handling by the pharmacist. Manufacturers 
should clearly label the container with adequate instructions 
to the pharmacist concerning proper handling. 


CONCLUSIONS 


1. Governmental regulations now exist insuring the sterility 
of commercially prepared ophthalmic solutions. These require- 
ments should ultimately include the retail and hospital phar- 
macies, but at present an educational program is desirable. 

2. A practical method for obtaining solutions free from 
bacteria and fungi that is applicable for heat labile ophthalmic 
drugs is described. 

3. The use of chlorobutanol as a preservative agent is sug- 
gested. 

4. Care in the handling of the finished product is an im- 
portant part of the success of the program. 


667 Madison Ave. (21) (Dr. Theodore), 
37 W. 57 St. (19) (Mr. Feinstein). 





6. Another chemical that may prove to be useful as a preservative is 
phenylethyl alcohol. Dr. John H. Brewer, Baltimore, has found it to be 
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nosa (personal communication to the authors). 
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NARCOTIC SUPPLIES 


From time to time there have been published in THE 
JOURNAL statements on the responsibilities of physicians 
under the Harrison Narcotic Act. In addition to having a 
registry number that must be renewed each year, the 
practicing physician must exercise control over his supply 
of narcotics if for no other reason than to protect himself. 
In the same light, pharmacists and drug wholesalers must 
observe certain responsibilities if they are to avoid diffi- 
culties with the Federal Bureau of Narcotics. 

Physicians cannot obtain nonexempt narcotics directly 
from pharmacists (unless they are registered as narcotics 
wholesalers) for use in their offices; they must obtain 
official order forms to secure narcotics for their practice. 
They can, of course, prescribe narcotics for patients and 
expect such prescriptions to be filled at pharmacies and 
in hospitals. However, an interesting aspect of the pre- 
scribing of narcotics concerns the liability of the pharma- 
cist, who is responsible under the federal law for deter- 
mining if the prescription was written by a physician (or 
other authorized practitioner) and who thus must always 
be on the alert for forged signatures and for prescriptions 
that have been stolen. -When in doubt the pharmacist 
should consult with the physician whose signature 
appears on the prescription and when he takes such 
action he is not being arbitrary but rightfully cautious. 

A narcotic order received by telephone cannot be de- 
livered until the pharmacist or his manager receives a 
written prescription. The prescription cannot be mailed 
or delivered later. Furthermore, a narcotic prescription 
cannot be refilled; nor can it be signed by anyone other 
than the physician, who must sign, not type or stamp his 
name. He cannot even ask his nurse to sign for him. Nor 
can he sign several blank orders and leave them with 
a pharmacist to be used later as the need arises. Each 
prescription must contain the date on which it is written, 
the full name and address of the patient, and the name 
address, and registry number of the prescribing physician. 

Physicians are likely candidates for addicts to ap- 

proach in the hope of obtaining narcotics or an order for 
them by one trick or another. The excuses offered in the 
average doctor’s office are almost too numerous to men- 
tion, but nevertheless the physician must always exercise 
his best judgment to detect such falsified tales if he wishes 
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to avoid innocently coming into conflict with the law 
In addition, his car if recognized as belonging to a physi. 
cian may be broken into by addicts looking for Narcotics: 
or his office may be ransacked. Or he may even be held 
at gun point by the more desperate. Regardless of the 
method of attack by an addict the doctor must account 
for his narcotic supplies, and it may even be wise for him 
to keep his narcotics divided for hiding in several places, 
At all times they should be kept under lock and key. 
There are comparatively few honest persons who 
would deliberately invite trouble by carelessly handling 
narcotics. There are others, however, who risk embar- 
rassment and misunderstanding because of thought. 
lessness or even ignorance of good practices. The 
safeguarding of narcotics is a responsibility of several 
interested groups—doctors, pharmacists, drug whole- 
salers, drug manufacturers, and law enforcement offi- 
cials. Each usually tries to use common sense and to 
respect the laws. On occasion there may be an uninten- 
tional slip, and when such occurs a tolerant attitude can 
be taken only when there is evidence of unquestionable 
good faith on the part of the offender. Thus it behooves 
everyone to appreciate not only his own responsibilities 
but the problems of others who are involved in the han- 
dling, use, and control of narcotics. It is too serious a 
problem to permit impatience and intolerance. 


TOXOPLASMOSIS 


Nicolle and Manceaux described in 1908 an intra- 
cellular parasite observed in smears of the spleen and 
other organs of the North African rodent, the gondi. 
Splendore in the same year made the same discovery in 
Brazil. These investigators named the parasite Toxo- 
plasma gondii and regarded it as a protozoon. According 
to Sabin,’ the cardinal characteristics of the species are 
(1) typical morphology and staining characteristics of 
extracellular and intracellular forms in films, fresh tissue, 
or exudate; (2) pathogenicity for such animals as mice, 
guinea pigs, rabbits, and chicks; (3) obligate intra- 
cellular parasitism; and (4) immunologic relationships 
with established strains. Proof that Toxoplasma is the 
cause of certain disease conditions in human beings was 
first obtained in 1939. 

The discovery by Sabin and Feldman? in 1948 of a 
new immunologic phenomenon, the so-called cytoplasm- 
modifying or dye test, became the basis of a widely used 
quantitative test for the determination of antitoxo- 
plasmotic antibody. The cytoplasm of Toxoplasma con- 
tained in fresh exudate has a great affinity for certain 
dyes; methylene blue at pH 11 stains it a deep blue. 
Combination of toxoplasma with antibody does not in 
itself affect the affinity of the cytoplasm for the dye, but, 
when such antibody-treated Toxoplasma are acted on by 
a complement-like accessory factor, the affinity for the 
dye is lost and the cytoplasm remains unstained. Human 
beings, animals, and birds develop this cytoplasm- 
modifying antibody after injection of Toxoplasma. 

The most commonly recognized clinical manifesta- 
tions of human toxoplasmosis are the result of congenital, 
infection. The diagnosis is readily established by sero- 
logic methods, especially during the first five years of 
life. The clinical manifestations of congenital toxo- 
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plasmosis are chorioretinopathy, cerebral calcification, 
hydrocephalus or microcephalus, and psychomotor dis- 
turbances. The occurrence of these clinical manifesta- 
tions, Sabin warns, does not in itself indicate that the 
cause is toxoplasmosis; however, he states that the inci- 
dence of serologic confirmation of toxoplasmosis in the 
presence of this syndrome can be as high as 80 or 90%. 
Chorioretinopathy is the most important and suggestive 
sign of congenital cerebral damage. 

The chief practical benefit to be derived from a 
specific diagnosis of congenital toxoplasmosis is the good 
prognosis for subsequent children. In Sabin’s experience, 
50 mothers who had given birth to one child with con- 
genital toxoplasmosis subsequently gave birth to one or 
more normal children without the disease. The consensus 
is that only mothers with primary acute infection, which 
may be entirely inapparent or unrecognizable, can trans- 
mit toxoplasma to their offspring in utero. Millions of 
women possessing plasma antibodies have given birth to 
children without toxoplasmosis. Those who gave birth to 
affected children invariably showed the high antibody 
titers expected of recent infection. 

Aceording to Frenkel,’ the range of animals that can 
be infected with toxoplasma is unique for the protozoa. 
All mammals and birds investigated have been found 
susceptible to toxoplasmosis. It is probably the most 
ubiquitous and prevalent of parasites. Neonatal toxo- 
plasmosis is probably always the result of a congenital 
transmission of the infection, according to Jacobs. 
Toxoplasma is an intracellular protozoon of which pro- 
liferative and cyst forms are recognized. During the acute 
infection, proliferative forms are characteristically seen. 
Cysts are characteristic of chronic infection. The Sabin 
dye test is a reliable sensitive indicator of antibodies for 
Toxoplasma. The other serologic procedure is the com- 
plement fixation test described by Warren and Russ in 
1948 and by Sabin in 1949. 

Two types of disease produced are in humans by 
Toxoplasma: acquired and congenital. Acquired toxo- 
plasmosis manifests itself by fever, papular rash and 
encephalitis, myalgia, arthralgia, myocarditis, lymph- 
adenopathy, and pneumonitis. Congenital toxoplasmosis 
results, according to Feldman,‘ during the parasitism of 
an inapparent infection that has occurred in a pregnant 
woman. Such an event, depending on the stage of preg- 
nancy during which the infection was contracted, may 
have any of the following results: the fetus may die in 
utero after abortion; the fetus may be born either pre- 
maturely or at term with active toxoplasmosis; or the 
fetus may be normal at birth and appear quite well for 
days, weeks, or months before certain structural changes 
or symptoms are noted. Active disease in the newborn 
may be manifested by fever, jaundice, rash, hemato- 
megaly, splenomegaly, xanthochromic spinal fluid, and 
convulsions. Various disabilities may make their appear- 
ance among infants and children who appeared quite 
normal at birth, such as hydrocephaly or microcephaly, 
chorioretinitis, psychomotor retardation, or convulsive 
episodes. Feldman‘ studied 103 patients with toxo- 
plasmosis. Of these, 99% were found to have chorio- 
retinitis, 63% to have cerebral calcification, 56% 
psychomotor retardation, 50% hydrocephaly or micro- 
cephaly, and 50% convulsive episodes. Sabin and War- 
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ren ° found that the sulfonamides showed definite activity 
against toxoplasmosis in mice and rabbits. Sulfonamides, 
particularly sulfadiazine and related compounds, are 
definitely active against Toxoplasma in experimental 
animals. Since they are safe drugs and are readily avail- 
able, Eyles ° feels that they should be used in cases of 
human toxoplasmosis. The most promising recent de- 
velopment in the chemotherapy of toxoplasmosis was 
the discovery that the pyrimidine drug Daraprim (2:4- 
diamino-5-[p-chlorophenyl]-6-ethyl pyrimidine) and re- 
lated compounds have definite therapeutic effect against 
Toxoplasma. Perhaps more important is the fact that 
these drugs act synergistically with the sulfonamides. 
The antibiotics have only a slight effect even at extremely 
high dosages. None of the other compounds so far in- 
vestigated has been outstandingly effective. 

The relative incidence of inapparent and clinically 
recognizable forms of toxoplasmosis remains to be eluci- 
dated. Recent studies suggest, as stressed by Sabin, that 
the parasite Toxoplasma will be shown to represent an 
almost perfect host-parasite relationship in which the 
parasite only rarely causes serious damage to its hosts 
and the hosts are not too intent on destroying the para- 
site, an instance of a lot of infection and little disease. 


THE 1952 MEDICAL CARE DOLLAR 


The Bureau of Medical Economic Research has re- 
cently published another item in its series on personal 
consumer expenditures for medical care based on data 
recently issued by the United States Department of 
Commerce.' Total personal consumer expenditures for 
all goods and services rose from 208 billion dollars in 
1951 to 218 billion in 1952. The medical care portion iri- 
creased from 9.0 billion dollars to 9.6 billion dollars, from 
4.3% to 4.4% of the total; an unknown portion of this 
increase was due to the large number of births. The phy- 
sician’s share of the personal consumer dollar spent for 
medical care decreased from 28.1 cents to 27.8, while the 
hospital’s share rose from 24.0 cents to 24.8. Thus the 
data for 1952 indicate a continuation of the long trend 
downward for the physician’s share and upward for the 
hospital’s share. The dentist’s share also declined slightly. 

On the basis of these data and other data published 
by the United States Department of Labor, this study 
reports that in 1952, as in 1951, 54% of an average 
week’s wages of production workers in manufacturing 
industries was required to purchase the same amount of 
medical care and drugs that would have required an 
entire week’s wages in the base period 1935-1939. The 
corresponding percentage for physicians’ services was 50 
in both years. 
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MEDICAL PUBLIC RELATIONS INSTITUTE 
Drake Hotel, Chicago 
September 2 and 3, 1953 





PROGRAM 


Wednesday, September 2 


OPENING OF REGISTRATION 


8:30 a. m., Ballroom Foyer 






SCREENING OF TELEVISION FILMS 


9 a. m.. Ballroom 


These are new filmed TV shows available for exclusive 
use of state and county medical societies. 


What to Do 
Six five-minute films on home medical emergencies 
A Citizen Participates 
Half-hour documentary telling how.a town organized 
to find itself a physician 
Operation Herbert 


Major, A. M. A.-produced, TV play, starring comedian 
Jackie Kelk, explaining cost of medical care 


YOUR 1953 INSTITUTE 
10:15 a. m., Ballroom 


The Job to Be Done 
Leo E. Brown, Chicago, Director, Department of 
Public Relations, American Medical Association 

A. M. A. Sends Greetings 
ErNEsT B. Howarp, M.D., Chicago, Assistant Secre- 


ORGANIZATION SECTION 
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Clinic One, Parlor F 


Topic: Tips on conducting a successful PR program 
on a small budget. In a county society. In a state 
society. 


Discussion Leaders: 
D. J. Parsons, M.D., Springfield, Ohio, Chairman, 
Public Relations Committee, Clark County Medical 
Society 
JoHN C. Foster, Sioux Falls, Executive Secretary, 
South Dakota State Medical Association 


Clinic Two, Parlor D 
Topic: What techniques can be used to develop in- 
terest and support in labor of medicine’s PR program? 

Discussion Leaders: 

B. M. OverHOLT, M.D., Knoxville, Chairman, Health 
and Medical Care Council, Tennessee Medical Foun- 
dation 
Harry A. LEHMAN, Fort Wayne, Ind., Executive 
Secretary, Fort Wayne Medical Society 


Clinic Three, Parlor C 
Topic: What television writing and production tech- 
niques are best adapted to medical shows? 

Discussion Leaders: 

AbD SCHNEIDER, New York, Executive Producer, Na- 
tional Broadcasting Company 
RosBerT K. RICHARDS, Washington, D. C., Adminis- 
trative VP, National Association of Radio and Tele- 
vision Broadcasters 


JoHN C. Kaponsky, Milwaukee, Director, Public 
Information, Medical Society of Milwaukee County 








SECOND GROUP OF “HOW-TO-DO-IT” CLINICS 

3:30 p. m. 

THE PLACE OF TELEVISION IN YOUR Institute registrants can attend any of three clinic meet- 
PR PROGRAM ings 


10:30 a. m., Ballroom 


tary, American Medical Association 








Chairman: JoHN F. Contin, M.D., Boston, Director, 
Medical Information and Education, Massachusetts Medi- 
cal Society 
The Public Service TV Show 
RosBert K. RICHARDS, Washington, D. C., Adminis- 
trative VP, National Association of Radio and Tele- 
vision Broadcasters 
How the A. M. A. Can Help 
W. W. Bauer, M.D., Chicago, Director, Bureau of 
Health Education, American Medical Association 
Cooperating with Medical Schools and Health Departments 
JaMES RoGers Fox, M.D., Minneapolis, University 
of Minnesota 
Local Promotion of Network Medical Shows 
G. FREDERICK ROLL, Philadelphia, Manager, Public 
Relations, Smith, Kline & French Laboratories 


Questions from the Audience 


LUNCHEON 
12:30 p. m., French Room 


Get Acquainted Session. No speaker 


Clinic Four, Parlor C 
Topic: What methods can be used to combat cultists 
and quacks? On a state level? On a county level? 

Discussion Leaders: 

JaMes A. WAGGENER, Indianapolis, Executive Secre- 
tary, Indiana State Medical Association 
FREDERICK W. MIEBACH, New York, Director, Public 
and Professicnal Relations Bureau, Medical Society 
of the State of New York 
ORLEN J. JOHNSON, M.D., Bay City, Mich., Chair- 
man, Public Relations Committee, Bay County Medi- 
cal Society 


Clinic Five, Parlor D 
Topic: What is the best way to handle media (press, 
radio, TV) coverage of a state medical convention? 

Discussion Leaders: 

JoHN L. Bacu, Chicago, Director of Press Relations, 
American Medical Association 
W. E. Syers, Austin, Public Relations Counsel, Texas 
Medical Association 


ROWLAND B. KENNEDY, Jackson, Executive Secretary, 
Mississippi State Medical Association 


Clinic Six, Parlor F 
FIRST GROUP OF “HOW-TO-DO-IT” CLINICS Topic: How to enlist society support for its women’s 


2 p. m. auxiliary. How to best utilize the PR potential of 
Institute registrants can attend any of three clinic meetings these groups. 
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Discussion Leaders: 
Mrs. New W. Woopwarp, Oklahoma City, Chair- 
man, Committee on Public Relations, Woman’s Aux- 
iliary to the American Medical Association 
Tuomas E. WaLsH, New York, Field Representative, 
Public and Professional Relations Bureau, Medical 
Society of the State of New York 


RECEPTION 


5:30 p. m., French Room 


Thursday, September 3 


SOLVING MUTUAL MEDICAL SOCIETY- 
BLUE SHIELD PR PROBLEMS 
9 a. m., Ballroom 
Chairman: M. C. Smit, Lincoln, Executive Secretary, 
Nebraska State Medical Association 
Symposium: What Can Be Done 
Eart R. THAYER, Madison, Public Information Di- 
rector, Wisconsin State Medical Society 
L. T. REED, Boston, Assistant Director, Massa- 
chusetts Medical Service 
DonaLD L. TayLor, Des Moines, Field Secretary, 
Iowa State Medical Society 


HEALTH FORUMS SPONSORED JOINTLY BY 
LOCAL NEWSPAPERS AND COUNTY 
MEDICAL SOCIETIES 
10:15 a. m., Ballroom 
Moderator: ARTHUR P. TIERNAN, Evansville, Ind., Execu- 
tive Secretary, Vanderburgh County Medical Society 
Panel Discussion 
N. WortH GaB_e, M.D., St. Petersburg, Fla., Pinellas 
County Medical Society 
STAN WITWER, St. Petersburg, City Editor, St. Peters- 
burg Times 
CHRISTOPHER J. MCLOUGHLIN, M.D., Atlanta, Public 
Relations Committee, Medical Association of Georgia 
WiLtiAM I. Ray Jr., Atlanta, Managing Editor, 
Atlanta Journal 
James Murray, Atlanta, Promotion Manager, Atlanta 
Journal 


Questions from the Audience 


LUNCHEON 
12:15 p. m., French Room 
What My Readers Write 

W. W. Bauer, M.D., Health Columnist, King Features 
Syndicate 
THEODORE R. VAN DELLEN, M.D., Health Columnist, 
Chicago Tribune Syndicate 
HERMAN N. BUNDESEN, M.D., Health Columnist, King 
Features Syndicate 


PROBLEM SOLVING: HOW CAN MEDICINE’S 
STORY BEST BE TOLD? 
2p. m., Ballroom 
Chairman: HuGH W. BRENNEMAN, Lansing, Public 
Relations Counsel, Michigan State Medical Society 
Audience will consider three problems: 
Problem One: Case history based on the question: 
What is the best way to help the general public under- 
stand organized medicine? 
Problem Two; Case history based on the question: 
What techniques can be used to help the general 
public understand the modern physician and how 
he should be used? 
Problem Three: Case history based on the question: 
What can medicine do to help the general public 
understand the modern systems of medical care 
available to them? 
Report to general assembly on suggested solutions. 


THE INSTITUTE IN REVIEW 

4p. m., Ballroom 
Leo E. Brown, Chicago, Director, Depsitment of 
Public Relations, American Medical Association 
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RE-SHOWING OF TELEVISION FILMS 
4:15 p. m., Ballroom 


ADJOURN 
5:30 p. m. 


FEDERAL MEDICAL LEGISLATION 


Guardianship of Indians 


Senator Malone (R., Nev.) and Senator Butler (R., Neb.) 
have introduced a measure, S. 2515, which would give “com- 
plete emancipation of the Indians by the removal of guardian- 
ship over such Indians, and trusteeship over property, both 
real and personal, belonging to individual Indians and recog- 
nized tribes.” Thus the integration of Indians would be com- 
plete. The functions of the Bureau of Indian Affairs in the 
Department of the Interior would be abolished, including 
hospitalization and medical care. This measure was referred to 
the Interior and Insular Affairs Committee, 


Agency for the Handicapped 

A separate agency for the physically handicapped would be 
established by S. 2570, proposed by Senators Murray (D., 
Mont.), Johnson (D., Colo.), Kilgore (D., W. Va.), Langer 
(R., N. Dak.), Magnuson (D., Wash.), Sparkman (D., Ala.), 
Neely (D., W. Va.), Humphrey (D., Minn.), Kefauver (D., 
Tenn.), and Lehman (D., N. Y.). This agency would be placed 
for housekeep:ng purposes in the Department of Labor. This 
bill is identical with H. R. 2096 (Hagen), H. R. 2147 (Tollef- 
son), H. R. 2149 (Van Zandt), H. R. 2300 (Rhodes), H. R. 
2342 (Wier), H. R. 2346 (Withrow), H. R. 2463 (McCormack), 
H. R. 2519 (Chudoff), H. R. 3177 (Kelley), H. R. 3188 
(Perkins), H. R. 3291 (Celler), H. R. 3473 (Doyle), H. R. 4262 
(Donohue), all previously reported. This measure was referred 
to the Committee on Labor and Public Welfare. 


Extension of Social Security 


Congressman Heller (D., N. Y.) has introduced H. R. 6664, 
and Congressman Price (D., Ill.) has introduced H. R. 6723, to 
broadly revise the old-age and survivors insurance program. 
These bills would not extend coverage to physicians or dentists. 
These bills are identical with S. 2260 (Lehman, D., N. Y., 
and 10 other Senators), H. R. 6034 (Dingell, D., Mich.), H. R. 
6035 (Bolling, D., Mo.), H. R. 6036 (Roosevelt, D., N. Y.), 
H. R. 6041 (Celler, D., N. Y.), H. R. 6042 (Dodd, D., Conn.), 
H. R. 6043 (Eberharten, D., Pa.), H. R. 6044 (Elliott, D., 
Ala.), H. R. 6045 (Howell, D., N. J.), H. R. 6046 (Rhodes, 
D., Pa.), H. R. 6056 (Shelley, D., Calif.), H. R. 6072 (Holifield, 
D., Calif.), H. R. 6128 (Perkins, D., Ky.), H. R. 6162 
(Dollinger, D., N. Y.), H. R. 6163 (Fine, D., N. Y.), H. R. 
6164 (Klein, D., N. Y.), H. R. 6175 (Buckley, D., N. Y.), 
H. R. 6180 (Rodino, D., N. J.), H. R. 6215 (Addonizio, D., 
N. J.), H. R. 6229 (Metcalf, D., Mont.), all previously reported. 
These two measures were referred to the House Ways and 
Means Committeee. 


Social Security Extension 


Congressman Reed (R., N. Y.), Chairman of the House 
Ways and Means Committee, has introduced H. R. 6812 at the 
request of the administration. It would extend social security 
coverage to about 10,500,000 additional persons, 6,500,000 of 
whom would be brought into the system by mandatory action. 
Those required to participate if they earn $400 a year or more 
include physicians and interns (but not student nurses), den- 
tists, osteopaths, veterinarians, chiropractors, naturopaths, 
optometrists, Christian Science practitioners, funeral directors, 
professional engineers, lawyers, architects, accountants, and 
other professional persons and farmers, plus farm workers and 
domestics earning $50 or more per quarter from one employer. 
Other groups, totaling about 4 million, would be offered cover- 
age on a voluntary group basis. Such groups include state and 
local government employees now enrolled in retirement sys- 
tems and ministers. The present law giving noncontributory 
wage credits of $160 a month to members of the armed forces 
would be continued to July 1, 1955. This bill was referred to 
the Ways and Means Committee. 





Prepared by the Washington Office of the American Medical Association. 
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CONNECTICUT 


Course in Physiology.—This course, sponsored by the Stamford 
Academy of General Practice, will be given by the Post- 
Graduate Medical School of the New York University-Bellevue 
Medical Center in the auditorium of the Stamford Hospital 
under the direction of Dr. Maurice Bruger, New York. It is 
accredited by the American Academy of General Practice. 
The sessions (Sept. 22, Oct. 6 and 27, Nov. 3 and 24, Dec. 1 
and 22, 1953, and Jan. 7, 1954) will start promptly at 8 p. m. 
Registration fee is $40. Registration forms may be obtained 
from Dr. Arthur Koffler, 218 Bedford St., Stamford, secretary, 
Stamford Academy of General Practice. 


Personal.—Dr. C. Louis Fincke, Stamford, was recently ap- 
pointed to membership on the Connecticut Medical Examining 
Board to fill the unexpired term of the late Dr. Wilmot C. 
Townsend, Hartford. Dr. Fincke, who is councilor to the 
Connecticut State Medical Society for the Fairfield County 
Medical Association, is director of medical services and vice- 
chairman of the medical board at Stamford Hospital and 
attending physician at St. Joseph Hospital, Stamford. Dr. 
James E. Lewis Jr., assistant chief of surgery, Veterans Ad- 
ministration Hospital, Newington, and formerly assistant 
physician to President Truman, has been appointed assistant 
professor of surgery at the St. Louis University School of 
Medicine. Dr. Lewis has been affiliated with Peter Bent 
Brigham Hospital and the Children’s Hospital in Boston and 
Children’s Memorial Hospital, Chicago. He served in Europe 
during World War II and was decorated with the Bronze Star. 


DELAWARE 

Dr. Washburn Honored.—At the commencement exercises of 
the University of Delaware, Newark, Dr. Victor D. Wash- 
burn, Wilmington, president, Medical Society of Delaware, 
was awarded the honorary degree of doctor of public health. 
The citation pointed out that he has served the city of Wilming- 
ton as president of the board of education, president of the 
Department of Public Safety, president of the board of health, 
and health commissioner and that he has been state director 
of the Selective Service System and a member of the Delaware 
National Guard from which he was retired in 1946 with the 
rank of brigadier general. He is president of the Medical 
Society of Delaware and medical director of Memorial Hos- 
pital. In 1951, Dr. Washburn received the medal of the 
American Cancer Society in recognition of his important con- 
tributions in the control of cancer. 


DISTRICT OF COLUMBIA 

Practical Instruction for Interns and Residents.—Realizing the 
need for instruction in office management, medical ethics, 
medicolegal procedures, and other aspects of practical medical 
practice, the Medical Society of the District of Columbia has 
established, as a permanent feature of its activities, a series 
of question hours on the economics of medicine for interns 
and residents in that community. The first question hour held 
recently was attended by more than 90 young physicians who 
turned out to hear a panel of experts discuss a variety of 
subjects related to medical practice. 


FLORIDA 


Physicians Honored.—At its centennial commencement, the 
University of Florida conferred the honorary degree of doctor 
of science on Drs. William C. Thomas Sr., Gainesville, and 
Walter C. Payne Sr., Pensacola, past presidents of the Florida 
Medical Association, and on Drs. Turner Z. Cason, Jackson- 
ville, and Warren W. Quillian, Coral Gables. 





Physicians are invited to send to this department items of news of general 

interest, for example, those relating to society activities, new hospitals, 

education and public health. Programs should be received at least three 
weeks beforexthe date of meeting. 


ILLINOIS 


Tuberculosis Committee Named.—Governor Stratton ha 
appointed the following as members of an advisory committee 
on tuberculosis control in Illinois: Drs. Walter S. Broker 
East St. Louis; William J. Bryan, Rockford; Kenneth g 
Bulley, Aurora; Warren W. Furey, Ernest E. Irons, Karl 4. 
Meyer, David B. Radner, Leo P. A. Sweeney, and Edward 4. 
Piszczek, Chicago; Jerome R. Head, Naperville; G. Daniel 
Morse, Peoria; Darrell H. Trumpe, Springfield; and Winston 
H. Tucker, Evanston. Ex-officio members are Dr. Otto [. 
Bettag, Chicago, director of the Illinois Department of Public 
Welfare, and Dr. Roland R. Cross, Springfield, director of the 
Illinois Department of Public Health. 


Chicago 

Dr. Compere to Head Department.—Dr. Edward L. Compere, 
associate professor of bone and joint surgery, Northwestern 
University Medical School, since 1941, has been named chair. 
man of that department to succeed Dr. Philip Lewin, who will 
retire Aug. 31. Dr. Compere was previously chief of orthopedic 
service at Albert Merritt Billings Hospital and at the Univer- 
sity of Chicago Clinics. He is affiliated with Wesley Memorial, 
Children’s Memorial, Augustana, and Henrotin hospitals. He 
has served as a consultant in orthopedics at the U. S. Naval 
Hospital at Great Lakes, IIl., and to the Surgeon General of 
the Army. Since 1948, Dr. Compere has been a member of 
the A. M. A. House of Delegates. 


Personal.—Dr. Myron Feld has been appointed an associate in 
psychiatry at the Chicago Medical School. Dr. Feld has been 
affiliated with the Veterans Administration hospitals in Hines 
and Downey, IIl. Dr. Titus M. Johnson has gone to Africa 
to supervise the completion and operation of a 50-bed hospital 
being built in the Belgian Congo by the Evangelical Free 
Church of America. He plans to be gone about 18 months. 
This is his second visit to Africa as a medical missionary —— 
Dr. Roberto Ortiz, formerly of San Jose, Costa Rica, has been 
named recipient of the 1953 Northwestern graduate fellowship 
in pediatric surgery, the Florence Olmstead memorial fellow- 
ship, which will enable him to continue his work in pediatric 
surgery at Children’s Memorial Hospital. 


KENTUCKY 


Society News.—The Kentucky Surgical Society recentiy elected 
Drs. W. Vinson Pierce, Covington, president; R. Arnold Gris- 
wold, Louisville, vice-president; and Francis M. Massie, 
Lexington, secretary and treasurer. 


University News.—Faculty members at the University of 
Louisville School of Medicine, alumni, and friends of the late 
Dean John Walker Moore have initiated a drive to endow a 
new chair of medicine in his name. Members of the commit- 
tee for the drive are Drs. Samuel A. Overstreet, chairman, 
J. Murray Kinsman, dean, and S. Spafford Ackerly, faculty 
member, all of Louisville. A John Walker Moore Annual 
Memorial lectureship also has been established at the school. 
——Emil Kotcher, Sc.D., associate professor of microbiology, 
has been given a leave of absence for an assignment with the 
U. S. P. H. S. as laboratory director of parasitology for the 
Special Technical and Economic Mission, Mutual Security 
Agency to the Associated States of Indo-China. An award 
of $150 has been made to Drs. Avrom M. Isaacs, Harold F. 
Berg, and William M. Christophersen for the best scientific 
paper at the annual meeting in Havana, Cuba, of the South- 
eastern Section of the American Urological Association. The 
title of the contribution was “Localization of Radioactivity in 
the Urinary Bladder and the Regional Lymph Nodes.”—— 
The University of Louisville announces the following pro 
motions: Dr. Walter S. Coe to associate professor of medicine 
and staff executive of the Louisville General Hospital and 
Drs. Paul Mapother and Maurice M. Best to assistant pro 
fessor of medicine. 





Vol. 


MAI! 
Meeti 
Socie' 
in A 
Portls 
After 


prese! 
medic 


MAS: 
Societ 
the \ 
D. Li 
vice-P 


Lahe} 
gradu 
gener 
preset 
depar 
ticula 
be si 


Medic 
jamin 
Israel 
of m 
dual 1 
Schoc 


MISS! 
Societ 
Socie! 
Arme 
will ¢ 
Level. 


Unive 
Louis 
annus 
Alphe 
of the 
of ot 
Medi 
Cordc 
Unive 
urolo; 
of su 
Hospi 
profe: 
medic 
armec 


MON 
Societ 
name 
Allar 
Dr. J 
from 


Surge 
Amer 
Guest 
profe: 
cine, 





153 








yol. 152, No. 17 


AINE 
ae of Medico-Legal Society—The Maine Medico-Legal 


Society held its annual meeting, Aug. 19, at Augusta House 
in Augusta under the presidency of Dr. Joseph E. Porter, 
portland. The business meeting occupied the morning session. 
After luncheon there were remarks by Dr. Porter, Col. Francis 
J, McCabe, chief, state of Maine police, and Mr. Alexander 
A. LaFleur, attorney general. An address with pictures was 
presented by Dr. Richard Ford, assistant professor of legal 
medicine, Harvard Medical School, Boston. 










MASSACHUSETTS 

Society News.—The newly formed Greater Boston chapter of 
the Massachusetts Heart Association has elected Dr. Harold 
D. Levine, Boston, president; Dr. Edwin O. Wheeler, Boston, 
-president; and Dr. Egon E. Kattwinkel, Newton, secretary. 







vice 





Lahey Postgraduate Assembly.—At the Lahey Clinic Post- 
graduate Assembly, Sept. 24-26, 10 subjects of interest to 
general practitioners and specialists in many fields will be 
presented in panel discussions by members of the various 
departments of the clinic. Emphasis will be placed on par- 
ticular measures in diagnosis and treatment. Inquiries should 
be sent to the Lahey Clinic, 605 Commonwealth Ave., 


Boston 15. 












Personal—Dr. Francis D. Moore, surgeon-in-chief of the Peter 
Bent Brigham Hospital in Boston, delivered the second annual 
Herman G. Weiskotten lecture on “The Growth of Our Knowl- 
edge of Metabolism and Biology in Surgery” at the Syracuse 
Medical Alumni Association meeting May 28. Dr. Ben- 
jamin Alexander, associate director of medical service at Beth 
Israel Hospital, Boston, has been appointed associate professor 
of medicine at Harvard Medical School and will serve in the 
dual role. Dr. Alexander has been teaching at Harvard Medical 
School since 1939. 



















MISSOURI 

Society News.—At a special meeting of the St. Louis Medical 
Society, Sept. 25, 8:30 p. m., Dr. Melvin A. Casberg of the 
Armed Forces Medical Policy Council, Washington, D. C., 
will discuss “Military Medicine at the Department of Defense 
Level.” 












University News.—Dr. James W. Colbert Jr., dean of St. 
Louis University School of Medicine, recently delivered the 
annual William H. Vogt lecture, which is sponsored by the 
Alpha Mu Chapter, Alpha Kappa Kappa fraternity, in honor 
of the late Dr. William Hans Vogt, director of the department 
of obstetrics and gynecology, St. Louis University School of 
Medicine, from 1933 until his death in 1945. Dr. Justin J. 
Cordonnier has joined the full-time faculty of Washington 
University School of Medicine, St. Louis, as professor of 
urology and head of the section of urology of the department 
of surgery. His offices will be at David P. Wohl Jr. Memorial 
Hospital, 4960 Audubon St. Dr. Cordonnier was associate 
professor of clinical genitourinary surgery at the school of 
medicine from 1950 to 1952. He served four years with the 
armed services medical corps. 
























MONTANA 
Society News.—The Yellowstone Valley Medical Society has 
named Dr. Edward W. Gibbs, president; Dr. L. Clayton 
Allard, vice-president; Dr. Robert E. Mattison, secretary; and 
Dr. John J. Hammerel, treasurer (reelected). All officers are 
from Billings. 









Surgeons Meet in Missoula.—The Montana chapter of the 
American College of Surgeons will meet in Missoula, Aug. 29. 
Guest speakers will be Dr. Walter C. MacKenzie, clinical 
professor of surgery, University of Alberta Faculty of Medi- 
cine, Edmonton, Canada, and Dr. Louis H. Edmunds, ortho- 
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pedic staff, Virginia Mason Hospital, Seattle. Mr. John E. 
Corette, president of the Montana Power Company, guest 
speaker at the banquet, will talk on “The Physicians and the 
Power Companies in the National Picture.” All physicians are 
cordially invited. 


NEBRASKA 


General Practitioners Meet.—A meeting of the Nebraska 
Academy of General Practice will be held Sept. 3 at the Fort 
Kearney Hotel in Kearney. The following program, open to 
all physicians, will be presented: 


Lynn W. Thompson, Omaha, Regional Block Anesthesia (Slides and 
Models). 

Charles W. McLaughlin Jr., Omaha, Hand Injuries: Surgical Manage- 
ment. 

John D. Hartigan, Omaha, Management of Hypertension (New Drugs). 

Frederick S. Webster, Lincoln, Congenital Hips: Their Management. 

Paul D. Bruns, Denver, Problems in Prematurity. 

Donald C. Campbell, Rochester, Minn., Problems Related to the 
Anemias. 


NEVADA 

Meeting of Reno Surgical Society.—The annual meeting of the 
Reno Surgical Society was scheduled for the Hotel Riverside, 
Aug. 20-22. Guest speakers and their first presentations 
include: 


Hyrum R. Reichmann, Salt Lake City, Diagnosis and Treatment of 
Common Anorectal Lesions. 

Max Samter, Chicago, Old and New Drugs and the Progress of Medicine. 

Robert E. Gross, Boston, Surgery for Congenital Cardiovascular 
Anomalies. 

Kenneth C. Swan, Portland, Ore., Emergency Care of Eye Injuries. 

Russel H. Patterson, New York, Surgery of the Pancreas and Biliary 
Tract. 

Fredrick J. Stare, Boston, Nutrition and the Surgeon. 

Moore Moore, Memphis, Tenn., Intrinsic Causes of Shoulder Pain. 

Erle Henriksen, Los Angeles, Problems of Stress Incontinence. 

Owen H. Wangensteen, Minneapolis, The Extended Operation for 
Cancer. 

Mr. Perry Burgess, president, General Leonard Wood Memorial (Ameri- 

can Leprosy Foundation), New York, The Orphan of Diseases. 


A round table discussion by all members of the speakers 
panel ended the meeting. Dr. John W. Cline, San Francisco, 
Past President of the American Medical Association, served 
as moderator. 






NEW YORK 

Hutchings Memorial Lecture.—Dr. Bernard C. Glueck Jr., 
director of the Sex Offender Research Project of the New 
York State Department of Mental Hygiene and supervising 
psychiatrist at Sing Sing Prison, Ossining, will deliver the 
annual Hutchings Memorial lecture (“Psychodynamic Patterns 
in the Sex Offender”), Oct. 5, in the auditorium of the State 
University of New York College of Medicine at Syracuse. 
The lectures are cosponsored by the Dr. Richard H. Hutchings 
Memorial Trust Fund Committee, the Onondaga County 
Medical Society, the Syracuse Academy of Medicine, and the 
State University of New York College of Medicine at Syracuse. 


Personal.—Dr. Giles F. Filley, Associated College of Physi- 
cians, has been appointed head of the physiology department 
of the Trudeau Sanatorium and Foundation in Saranac Lake, 
succeeding Dr. George W. Wright, who has resigned to become 
director of a department of research at St. Luke’s Hospital in 
Cleveland. Dr. Filley has been associated with Dr. Wright at 
Trudeau since 1947. Dr. Irving N. Holtzman, Brooklyn, 
has been promoted to attending dermatologist at the Jewish 
Hospital of Brooklyn to succeed the late Dr. Jacob Skeer. 
Dr. Holtzman is also associate clinical professor of derma- 
tology and syphilology at New York University College of 
Medicine-Bellevue Medical Center and attending dermatologist 
at the Kingston Avenue and John E. Jennings hospitals and 
the Jewish Sanitarium and Hospital for Chronic Diseases, 
Brooklyn. 
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New York City 


Occupational Medicine Course.—A series of lectures on oc- 
cupational medicine will be given 9-10 a. m. on Saturdays 
beginning Sept. 19 in amphitheater A, Columbia University 
College of Physicians and Surgeons, 630 W. 168th St., New 
York 32, by members of the staff of the division of oc- 
cupational medicine of the school of public health. Members 
of the medical and allied professions are invited to attend. 
There will be no formal registration and no tuition fee. The 
schedule is as follows: 

Sept. 19, History, Scope, Objectives, and Practice of Occupational 

Medicine. 

Sept. 26, Industrial Toxicology—General Principles. 

Oct. 3, Toxic Metals, I. 

Oct. 10, Toxic Metals, II. 

Oct. 17, Toxic Dusts. 

Nov. 7, Toxic Gases. 

Nov. 14, Occupational Dermatoses and Infections. 

Nov. 21, Ventilation; Lighting; Noise. 

Nov. 28, Elementary Nuclear Physics; Radiation Hazards. 

Dec. 5, Workmen’s Compensation. 

Dec. 12, Written Examination (optional). 























The order in which the topics are presented may be modified 
depending on the availability of lecturers. 


Dr. Fitzgerald Named Professor of Pathology.—Dr. Patrick 
James Fitzgerald, assistant pathologist, Memorial Center for 
Cancer and Allied Diseases, and assistant, department of 
physics, Sloan-Kettering Institute for Cancer Research, has 
been appointed chairman of the department of pathology at 
the State University of New York College of Medicine in 
Brooklyn. Dr. Fitzgerald, who is also assistant professor of 
pathology at the Sloan-Kettering division of Cornell University 
Medical College, succeeds Dr. Jean R. Oliver, who has been 
granted special leave by the state university to engage in re- 
search for the Armed Forces Epidemiological Board on the 
renal lesion of epidemic hemorrhagic fever. Dr. Fitzgerald has 
been affiliated with Boston City Hospital and Tufts College 
Medical School, Boston. At the Memorial Center for Cancer 
and Allied Diseases, he was a National Cancer Institute re- 
search fellow in several studies, including tumor pathology, 
x-ray absorption, and isotope techniques. From 1949 to 1950, 
he served as a Sloan-Kettering Institute fellow at the Institute 
for Cell Research, Karolinska Institutet, Stockholm, Sweden, 
on studies in ultraviolet microscopy and on x-ray absorption. 
From 1943 through 1946, he served as pathologist and tropical 
disease officer for several U. S. Naval hospitals. 

























OHIO 

Community Honors Physician—The mayor of New Bremen 
declared, by proclamation, July 30 “Dr. F. F. Fledderjohann 
Day,” in honor of Dr. Ferdinand F. Fledderjohann who, during 
his 50 years of medical practice, “exemplified the virtues of 
kindliness, unselfishness, generosity, honesty, and patience, 
together with a brilliant background of medical knowl- 
a 


Popular Health Television Shows.—The Cleveland Health 
Museum and the Academy of Medicine of Cleveland recently 
used television as the medium for presenting 16 one-half hour 
“Prescription for Living” shows sponsored by the Standard Oil 
Company of Ohio. Each show, handling one subject, utilized 
a typical Ohio family whose lack of understanding of medical 
practices made it a foil for the guest physician from the 
Academy of Medicine, who exposed the common fallacies on 
the subject. Health museum exhibits were employed as visual 
aids. Interest in the programs was shown in the mail requests 
for the free digests offered, the highest, 2,100, being received 
for the program, “Shorter Waistline—Longer Lifeline.” Sample 
digests sent to teachers of Cleveland public schools brought 
requests from 3,200 teachers to receive the digests weekly. 
Other school systems also requested them. The television show 
“Prescription for Living” will be resumed in September for 26 
weeks. Limited numbers of digests of the first series are avail- 
able from the Cleveland Health Museum, 8911 Euclid Ave., 
Cleveland 6. 
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PENNSYLVANIA 


Benjamin Rush Awards.—The Medical Society of the State of 
Pennsylvania has announced the winners of the Benjamin 
Rush Award presented annually to a layman and a group 
performing outstanding services in the field of health. Winners 
were selected from a group of 62 nominees submitted by th. 
individual county medical societies in Pennsylvania. The gro, 
award was won by the Committee of Five (Berwick Blood 
Procurement Plan of Columbia County) whose efforts made it 
possible for the city of Berwick to more than double its annya| 
blood quota. T. Ellwood Sones, Mt. Jewett, county schoo) 
superintendent in Centre County, won the individual awarq 
for meritorious work in rural health, including establishmen 
of the first county-wide rural school nurse program in Penn- 
sylvania. 


Personal.—Dr. Max B. Lurie, associate professor of experi. 
mental pathology at the Henry Phipps Institute for the Study, 
Treatment and Prevention of Tuberculosis, an affiliate jp. 
stitute of the University of Pennsylvania, Philadelphia, has 
won the Claude Bernard medal bestowed by the University 
of Montreal, Canada. The award, given after Dr. Lurie 
delivered a series of lectures at the University of Montreal 
before the Institute of Experimental Medicine and Surgery 
and the Institute of Microbiology, was made on the basis of 
Dr. Lurie’s work on genetic resistance to tuberculosis, the 
role of sex hormones in resistance, the effect of cortisone and 
corticotropin (ACTH) on the pathogenesis of tuberculosis, and 
the nature of acquired resistance in the light of hormonal 
influences on native resistance. Drs. Jacob A. Trexler, 
Lehighton, Roger P. Batchelor, Palmerton, and C. Howard 
Moses, Sharon, recently received 25 year awards for their 
service to crippled children. The awards were presented at 
testimonial dinners given by county crippled children’s 
societies. 


Pittsburgh 

Narcotic Violation.—Dr. Wayne E. Backus pleaded guilty in 
the U. S. District Court at Pittsburgh to violation of USC 
Title 18, Section 494. On June 17 sentence was suspended, 
and he was placed on probation for a period of one year and 
ordered to pay the costs of the prosecution ($49) and was 
fined $100. According to the Bureau of Narcotics, it was the 
opinion of the court that Dr. Backus should be permitted to 
pursue the practice of medicine and surgery during the period 
of his probation. 





Scaife Fellowships in Pathology.—The University of Pittsburgh 
announces the establishment of the Sarah Mellon Scaife fellow- 
ships in pathology. Under the fellowships, which will provide 
experience in research, teaching, and diagnostic pathology, 
three years will be spent in the department of pathology, 
University of Pittsburgh, and arrangements will be made for 
one year at another medical center of the applicant’s choice. 
One fellow will be appointed each year for a four year term, 
with annually increased stipends as follows: $3,000, $3,300, 
$3,700, and $4,000. The applicant, a graduate of an approved 
medical school, must apply by Nov. 1 for a fellowship begin- 
ning July 1 of the following year. Notice of selection will be 
made by Dec. 15. Further information and application forms 
are available from Dr. Frank J. Dixon, Department of Pathol- 
ogy, University of Pittsburgh, Pittsburgh 13. 


SOUTH CAROLINA 

Joint Meeting of Ophtho-Otolaryngologists——A joint meeting 
of the South Carolina Society of Ophthalmology and Oto- 
laryngology and the North Carolina Eye, Ear, Nose and 
Throat Society will be held at the Francis Marion Hotel, 
Charleston, Sept. 14-16. Out-of-state speakers include: Drs. 
Wayne B. Slaughter, Derrick T. Vail, and John R. Lindsay, 
Chicago; Theodore E. Walsh, St. Louis; David G. Cogan, 
Boston; and R. Townley Paton, New York. There will be 4 
panel discussion on vertigo with Dr. E. Charles Kunkle, Duke 
University School of Medicine, Durham, N. C., as guest 
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neurologist and Dr. Vince Moseley, Medical College of South 
Carolina, Charleston, as guest internist. For information write 
pr. George B. Ferguson, McPherson Hospital, Durham, le 
or Dr. Roderick Macdonald, 330 E. Main St., Rock Hill. 


Annual Scientific Meeting.—The Self Memorial Hospital will 
hold its annual scientific meeting at Greenwood, Aug. 29. 
Dr. Manuel E. Lichtenstein, Chicago, will speak on “The 
Essential Differences Between the Two Halves of the Colon” 
and “Improving End Results Following Cholecystectomy.” 
Dr. Joseph G. Kostrubala, Chicago, will discuss “Carcinoma 
of Head and Neck with Emphasis on Intraoral Diagnosis” and 
“Problems of Maxillofacial Surgery.” Presentations will be 
made by Dr. David F. James, Emory University, Ga. (“Differ- 
ential Diagnosis of Jaundice”); Dr. Willard H. Parsons, Vicks- 
burg, Miss. (“Cancer of the Breast”); and George C. Albright, 
D.D.S., Greenville (“Use of General Anesthesia in Office Prac- 
tice of Oral Surgeon”). A social hour at the Moose Club 
preceding the banquet, 7:30 p. m., at the Oregon Hotel will 


» be addressed by Mr. W. C. Walkup, Knoxville, Tenn. Dr. 


Lawrence P. Thackston, Orangeburg, former president of the 
South Carolina Medical Association, will present the associ- 
ation’s plaque to Mr. J. C. Self. 


UTAH 

Narcotic Violation—Dr. James W. Nixon, 593 N. University 
Ave., Provo, pleaded guilty to an indictment charging violation 
of USC Title 26, Section 2554, in the U. S. District Court at 
Salt Lake City, and on April 15 was fined $100 on counts | 
to 5 inclusive and on count 6 was placed on probation for five 
years. 


Personal—Dr. Warren A. Colton, manager of the Veterans 
Administration Hospital, Salt Lake City, was recently honored 
at a public reception in the hospital auditorium on the oc- 
casion of his retirement at the age of 70.——Herbert L. 
Borison, Ph.D., assistant professor of pharmacology, Univer- 
sity of Utah College of Medicine, Salt Lake City, recently 
received from the American Society for Pharmacology and 
Experimental Therapeutics the John J. Abel award for studies 
on the pharmacology and physiology of brain stem functions 
with special reference to respiration, circulation, and vomiting. 


Dr. Calderwood Retires as Medical Director.—Dr. William R. 
Calderwood, Salt Lake City, medical director of the Beneficial 
Life Insurance Company since its organization, has retired 
from that position but will continue to serve as a member of 
the board of directors. Dr. Calderwood, who is a past president 
of the Utah State Medical Society, has been president of the 
hospital board of Latter Day Saints Hospital, Logan, president 
of the board of directors of the Medical Arts Building, a 
member of the board of the state mental hospital, and presi- 
dent of the Emeritus Club of the University of Utah, Salt 
Lake City. Succeeding him as medical director is Dr. Maurice 
J. Taylor. 


WISCONSIN 


Dr. Bailey Day.—Dr. Mark A. Bailey, Fennimore, who has 
served his community for 50 years, was honored at celebra- 
tions sponsored by the Kiwanis Club, the American Legion 
post and its auxiliary, and the Fennimore city council. The cele- 
bration included a parade, speeches, and a social hour. Dr. 
Bailey, who started practice in association with his father, the 
late Dr. A. B. Bailey, in May of 1903, has served as mayor, 
as health officer, and in community organizations. 


GENERAL 


Hearing Society to Move Headquarters.—The American Hear- 
ing Society has announced plans to move its national head- 
quarters from Washington, D. C., where it has been located 
since 1922, to Columbus, Ohio. Affiliated with the society, a 
nonprofit, social service organization founded in 1919, are 115 
local chapters in 34 states, the District of Columbia, and 
Canada. The organization, which has as its objectives the 
Prevention of deafness, conservation of hearing, and re- 
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habilitation of the hard of hearing, is supported by member- 
ship dues from persons and chapters, and contributions from 
persons and community chests. It is anticipated that operational 
costs will be lowered by the proposed move. 


March of Dimes Establishes New Record.—Mr. Basil 
O’Connor, president of the National Foundation for Infantile 
Paralysis, announces that a record amount of $51,500,000 
was contributed to the 1953 March of Dimes, an increase of 
24% over the 1952 collection. The new record shows con- 
tributions of 34 cents per capita against last year’s record of 
27.5 cents per capita for the entire nation. All states exceeded 
their 1952 contributions. Nevada ranked first with an average 
per capita contribution of 94 cents, Wyoming second with 69 
cents, and Idaho third with 65 cents. Alaska led all territories 
with a per capita average of 79 cents. In dollar contributions 
New York state took first place with $5,098,000. California 
residents contributed $4,426,000 and Ohio $3,074,000. 


Life Insurance Medical Research Fellowships.—The Life In- 
surance Medical Research Fund announces that applications 
for awards available July 1, 1954, will be received as follows: 
(1) postdoctoral research fellowships ($3,300-$4,500), until 
Oct. 31, preference being given to those who wish to work 
on cardiovascular function and disease or related fundamental 
problems and (2) grants to institutions in aid of research on 
cardiovascular problems, until Nov. 15. Support is available 
for physiological, biochemical, and other basic work broadly 
related to cardiovascular problems as well as for clinical re- 
search in this field. Information may be obtained from the 
Scientific Director, Life Insurance Medical Research Fund, at 
the new headquarters, 345 E. 46th St., New York 17. 


Cancer Society Approves Training Institutes——The American 
Cancer Society announces that three additional institutions 
have been approved by its board of directors for training 
American Cancer Society fellows in exfoliative cytology. These 
institutions and the directors of the laboratory of exfoliative 
cytology are Memorial Center for Cancer and Allied Diseases, 
New York (Drs. Howard Richardson and Emerson Day), 
Roosevelt Hospital, New York (Dr. Walter W. Brandes), and 
Jewish Hospital of St. Louis, St. Louis, Mo. (Dr. Herman T. 
Blumenthal). Further information concerning the society's 
support in training qualified pathologists in this field may be 
procured from Dr. Brewster S. Miller, director, Professional 
Education Section, American Cancer Society, 47 Beaver St., 
New York 4. 


Meeting of Bacteriologists—The Society of American Bac- 
teriologists held its 53rd general meeting as guests of the 
Northern California-Hawaii . Bacteriologists at the Palace 
Hotel, San Francisco, Aug. 10-14, under the presidency of 
Dr. Gail M. Dack, Chicago. The 100 papers presented before 
the medical division were devoted to virus multiplication, 
pathogens of animal origin, viruses and rickettsia, radiation, 
viruses and hemagglutination, enteric bacteriology, immunol- 
Ogy, mycobacteria, antibiotics, and miscellaneous studies. 
Symposiums were held on “Energy Utilization in Synthetic 
Reactions,” “Radiation Effects on Cells and Bacteria,” “History 
of Bacteriology,” “Role of Infection in Radiation Injury,” and 
“The Actinomycetes.” At the opening session Monday evening, 
Dr. William M. Stiles, Berkeley, Calif., delivered a special 
lecture entitled “A Challenge for Modern Bacteriologists.” 


Retina Service Fellowship.—This fellowship, created by the 
Retina Foundation, will be granted to a young ophthalmologist 
from the United States or abroad who wishes to be trained 
for 6 to 12 months at the retina service of the Massachusetts 
Eye and Ear Infirmary, Boston. Remuneration is $1,000 per 
annum plus room, board, and laundry at the infirmary. Train- 
ing covers methods of examination of the extreme periphery 
of the fundus and the vitreous, use of the indirect stereoscopic 
ophthalmoscope and scleral depressor, and surgical procedures 
in cases of retinal detachment. Original research of a clinical 
nature will be encouraged. Candidates must have completed a 
residency in ophthalmology or have had comparable training. 








1642 MEDICAL NEWS 


Applications, accompanied by a biography and at least two 
references, should be mailed to Dr. Edwin B. Dunphy, Chief 
of Ophthalmology, Massachusetts Eye and Ear Infirmary, 243 
Charles St., Boston 14. 


Grant for Study of Hospital Design.—The Rockefeller Foun- 
dation has made a grant of $140,000 to the American Psychia- 
tric Association, Washington, D. C., for the study of mental 
hospital design, construction, and equipment. In cooperation 
with the American Institute of Architects, the American 
Psychiatric Association is planning the development of mental 
hospitals in the light of current needs. It has been estimated 
that 6 billion dollars could usefully be spent in the next 10 
years to provide the space needed and to replace outworn 
equipment. A committee of the two professions will give full 
time to studying the best available examples of mental hospital 
construction in this and in other countries and to conferring 
with hospital superintendents on present trends in the care 
of the mental patient. This committee, to be financed for two 
years by the above grant, will draw up sample plans and 
provide advisory service to authorities responsible for new 
construction. 


Conference on Food Protection.—The first National Confer- 
ence on Food Protection, recently held at Ann Arbor, Mich., 
was sponsored by the National Restaurant Association and 
public health officials, under the auspices of the National 
Sanitation Foundation, with headquarters at the University of 
Michigan School of Public Health. The conference considered 
the need for a more uniform approach to the problems of 
preparing and serving foodstuffs and beverages in a sanitary 
manner in the home, at schools, in hospitals, at church and 
other “socials,” in industry, and at all public eating establish- 
ments. Special committees were appointed during the confer- 
ence to recommend action in two principal areas: (1) launch- 
ing a nation-wide sanitation educational program for the 
public, sanitation officials, and food handlers on the safest and 
best methods to protect food and (2) working toward national 
uniformity in official health regulations and ordinances govern- 
ing food protection. 


Accidental Fatalities Among Young Children.—According to 
the Metropolitan Life Insurance Company, accidents currently 
account for one-fourth of all deaths among children at ages 
1 to 4 insured by them in the United States and Canada and 
take a far higher toll than any other cause of death. In their 
study of various types of fatal injuries among the insured 
children, motor vehicle accidents accounted for 35.8% of all 
injuries; conflagrations and burns by other means, 28.2%; 
drownings, 11.3%; poisoning, 5.1%; falls, 4.6%; choking by 
objects or food, 4.2%; and other causes, 10.8%. In association 
with the committee on accident prevention of the American 
Academy of Pediatrics, the company has prepared a booklet 
entitled “A Formula for Child Safety,” which discusses the 
typical development and behavior of preschool children, iden- 
tifies safety hazards in and about the home, and suggests pre- 
cautions to avert accidents. Copies of the booklet are distrib- 
uted to parents and others without charge by the company’s 
representatives and at its offices. 


Society News.—The New England Society of Anesthesiologists 
recently elected Drs. Stevens J. Martin, Hartford, Conn., 
president; Elihu Saklad, Providence, R. I., vice-president; and 
Francis J. Audin, Boston, secretary-treasurer. On Oct. 16, the 
society will hold a joint meeting with the Massachusetts 
Society of Anesthesiologists in Boston————At its annual meet- 
ing in New Orleans the Association of Bone and Joint Sur- 
geons elected Drs. Frederick F. Teal Jr., Lincoln, Nebr., 
president; Edward T. Evans, Minneapolis, first vice-president; 
Louis W. Breck, El Paso, Tex., second vice-president; Lee C. 
Schiesinger, New Orleans, secretary; and Dana M. Street, 
Memphis, Tenn., treasurer. The next annual meeting will be 
held in Augusta, Ga. At the annual meeting in New York, 
the American Medical Women’s Association, Inc., elected Drs. 
Judith E. Ahlem, Livermore, Calif., president; Camille 
Mermod, Newark, N. J., president-elect; Minnie L. Maffett, 
Dallas, Tex., and Ruth E. Lesh, Fayetteville, Ark., vice- 
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presidents; Elizabeth H. R. Fischer, Chicago, treasurer; Hele 

Hoelscher, Cleveland, assistant treasurer; Dorothy A, Hawes 
Chess, Ventura, Calif., recording secretary; and Charna 
Perry, Sausalito, Calif., corresponding secretary. ; 


Meetings on Physical Medicine and Rehabilitation 7, 
American Society of Physical Medicine and Rehabilitatig 
will hold its annual session at the Palmer House, Chicago 
Aug. 31. The meeting will open with a discussion on “Method 
of A. M. A. Residency Approval” by Dr. Edward H. Leverogs 
director, division of hospitals and graduate medical education, 
A. M. A. Council on Medical Education and Hospitals, p, 
Walter M. Solomon, Cleveland, will serve as moderator fo, 
a panel discussion on “New Concepts in Treatment of Rhey. 
matic Diseases,” in which Dr. Gordon M. Martin, Rocheste; 
Minn., will discuss rheumatoid arthritis; Dr. Arthur L. Watkin: 
Boston, degenerative joints; and Dr. Frances Baker, San Mateo, 
Calif., nonarticular rheumatism. 

The American Congress of Physical Medicine and Re. 
habilitation will hold its annual session at the Palmer Hous: 
Aug. 31 to Sept. 4, under the presidency of Dr. Walter y 
Solomon, Cleveland. Tuesday morning a preliminary repo,; 
on “Results of a Combined Medical and Rehabilitation Pro. 
gram in Tuberculosis” will be presented by Albert Haas, New 
York (by invitation), Dr. Howard A. Rusk, New York, and 
Morton Zivan, M.A., New York (by invitation). Wednesday 
morning there will be a symposium on ultrasound. Wednesday 
afternoon the third John Stanley Coulter Memorial lecture 
“A Medical Physicist Looks at Physical Medicine,” will be 
presented by invitation by Otto Glasser, Ph.D., Cleveland 
Sixty-two papers are scheduled for presentation, and 10 will 
be read by title. 


Awards Announced by Chest Physicians—At the annual 
president’s banquet in New York, the American College of 
Chest Physicians awarded to Dr. Helen B. Taussig, physician. 
in-charge, Cardiac Clinic, Harriet Lane Home, Johns Hopkins 
Hospital, Baltimore, the gold medal of the college for 
her pioneering work in congenital diseases of the heart. Essay 
awards were made as follows: Dr. A. Link Koven, Phila 
delphia, $250 and first prize certificate for “Bronchogenic 
Carcinoma in Chromate Workers”; Dr. Adrian M. Sabety, 
East Orange, N. J., second prize certificate for “Contralateral 
Spontaneous Pneumothorax as a Complication of Intrathoracic 
Operations”; and Dr. William R. Halliday, Salt Lake City, 
third prize certificate for “Endomyocardial Fibroelastosis.” 


Railroad Expands Medical Service.—Dr. Norbert J. Roberts, 
Philadelphia, medical director of the Pennsylvania Railroad, 
announces expansion and reorganization of the medical de- 
partment, involving a staff of 56 full time physicians, about 
350 consultant physicians and surgeons, and additional health 
maintenance centers and medical equipment. The program will 
encompass all phases of industrial medicine, including health 
education, preventive medicine, frequent physical examinations 
when indicated, and closer control of working conditions. It 
will supplement, but in no way replace, the care employees 
receive from their family physicians. 

Dr. Alexander M. W. Hursh, Philadelphia, the railroad’s 
chief medical examiner since 1945, has been advanced to 
assistant medical director. Dr. Charles W. Asbury, Hamilton, 
Ohio, formerly a fellow in the department of preventive 
medicine and industrial health, University of Cincinnati Col- 
lege of Medicine, has been appointed regional medical officer 
for the central region at Pittsburgh. Dr. Donald L. Glenn, 
staff internist at Carle Memorial Hospital and Clinic and 
McKinley Memorial Hospital, Urbana, Ill., becomes regional 
medical officer for the eastern region at Philadelphia. Dr. 
Nathaniel J. Fine, district medical examiner at Altoona, Pa. 
is advanced to medical officer, Altoona Works. 

Dr. Roberts also announced appointment of the following 
medical staff specialists in internal medicine: at Philadelphia, 
Dr. William M. Woodward, until recently in private practice 
at Bristol, Pa.; at Altoona, Dr. David W. Bishop, former chief 
of medicine at the U. S. Marine Hospital, Mobile, Ala.; and, 
at New York, Dr. Patrick H. Curran, formerly on the stafl 
of Bellevue Hospital, New York. Divisional and local medical 
officers are to be appointed within the next few weeks. 
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Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases 









of poliomyelitis occurred in the United States, its territories, 
and possessions in the weeks ended as indicated: 
Aug. 8, 1953 
\ ran’ 
Total Aug. 9, 
Paralytic Cases 1952 
Area Type Reported Total 
New England States 
Maine.......cceecccecccscccecccececes 7 - 5 
New Hampshire.........--+++++00++0: +: x x 
VermoOnt......ccccecceccccccescccsecs 5 8 1 
Massachusetts....0.----eeeeeeeeeeeee 8 19 45 
Rhode Island.......---sseeeeeeeceree 4 10 2 
Connecticut... .sceeeeceececeeeeeecees 4 24 19 
Middle Atlantic States 
ew Wicasecerevccsvienscessoesees 30 125 129 
New JeMSCY....-ccccecscccsccececevere - 51 38 
PennsylvAaNia.......eeeeeeeeeeeerenes oe 53 75 
East North Central States 
OhIO...ccceccccccccccccccrscsesecvece 17 119 180 
[INdIANB....cccccccsccesessesscssceves 46 40 
TINGS. cccccesccecccesccccceescescse 34 117 206 
MichiG@D....ccccccccccccccccssseceses 48 158 225 
WEEE, .ccdadeveseedvssrscesesesee + 80 
West North Central States 
MINMEBOLH...ccccccccccccccsccssseess 31 139 162 
JOWB..o ccccvcccccccccccscccesesceces 14 48 192 
CE. vig dtbinacbntesccteecweuets 15 58 37 
North Dakota 4 14 7 
South Dakota.. on 5 13 
Nebraska........+- 4 12 126 
TORING ccc ccvcccccccocssccsevsseveces oe 18 71 
South Atlantic States 
DABWATOrcc ccccccccccesccccsevccsecce ++ 1 9 
MarGPOM...cccccccscoscccccccevesese 15 32 5 
District of Columbia.............. ; 2 7 11 
Virgimis..ccccccccccccccccssssescscece 17 47 67 
Wy WR iiisss000scen<oeceseenee 13 39 57 
North Carolina. 15 61 20 
South Carolina. 3 10 2 
Georgia ll 38 10 
Florida 4 22 23 
East South Central States 
IN. occ cesceccvisesosssvecccsce 13 28 oF 
TERRSTNGS..c ccccccccscvccoccesccceses 15 62 87 
DNR io 00:00:060090090000000660068 17 39 14 
MRR ccc ccs cccccecessecsccccces - 22 37 
West South Central States 
RTE. 6 oc0sicccdsccvesetecoessece 15 21 18 
eS ECCT E ESOP E TET TOT 7 19 17 
ss sensansckseusessenvesness 12 36 53 
, |) err ren rere 19 81 200 
Mountain States 
WORN ccncccccccssccceccscossesces 1 6 11 
Rend ce mmbbireee eeebeeeee 4ane 4 20 
WHS cc ccccccecssscccccvecccceoss s 7 5 
ano ctiecdb icc ebsects cectees 9 16 27 
Bis cctcescndescccensevenses 7 36 
inden 64k ae shook ronnctnregees 11 31 22 
OE iicvonesctcnsenswnedeseeneceesae e 8 4 
CS SE Orr rer rr SPT eee te sco 1 5 4 
Pacific States 
WI, scccedeccpecocgesscccese o 14 53 
Gra kika cecneesesiedvassseecuises 3 13 12 
Cc cdcceeddvctéewssiscisonss 66 157 95 
Territories and Possessions 
ART ck sic cnesseonctencavesigecsoss os oe 1 
Co vcicekendonvansbesvedeseutes 2 3 5 
PUIOS BRO ccccccccccssvcesedssccsecs ‘ 1 
Total. .ccccccocecsccccscccccsessccecs 499 1,886 2,649 
CORRECTIONS 


Acrodermatitis Enteropathica.—In the article by this title in 
THE JouRNAL, June 6, 1953, page 512, second line from the 
top, the words “four times a day” should follow “the 
administration of 210 mg.” 


Method and Machine for Resuscitation of the Newborn.—In 
the article by this title in THE JouRNAL, Aug. 1, 1953, page 
1333, the following credit lines were inadvertently omitted: Dr. 
R. C. Ritchie, Department of Pathology, Hospital for Sick 
Children, Toronto, obtained the tracheal catheter measurements 
in a series of autopsies. Mr. Percy Hermant and his staff at the 
Imperial Surgical Company assumed the cost of building the 
pilot model of the machine and gave active cooperation and 
keen interest as well. Paul Aldwyn of the same company 
supplied technical assistance. 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1953 Clinical Session, St. Louis, Dec. 1-4. 

1954 Annual Session, San Francisco, June 21-25. 

1954 Ciinical Session, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Session, Atlantic City, N. J., June 6-10. 
1955 Clinical Session, Boston, Nov. 29-Dec. 2. 


NATIONAL CONFERENCE ON PHYSICIANS AND SCHOOLS, Moraine-on-the-Lake 
Hotel, Highland Park, IIl., Sept. 30-Oct. 2. Dr. W. W. Bauer, 535 N, 
Dearborn St., Chicago 10, Director. 

PusLic RELATIONS INSTITUTE, Drake Hotel, Chicago, Sept. 2-3. Mr. Leo E 
Brown, 535 North Dearborn St., Chicago 10, Director. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmée 
House, Chicago, Oct. 12-16. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Executive Secretary. 


AMERICAN ACADEMY OF PEDIATRICS, Municipal Auditorium, Miami, Fia., 
Oct. 6-9. Dr. E. H. Christopherson, 610 Church St., Evanston, IIl., 
Secretary. 

AMERICAN ASSOCIATION OF MEDICAL CLInics, Congress Hotel, Chicago, Oct. 
9-11. Dr. Edwin P. Jordan, P. O. Box 114, Charlottesville, Va., Execu- 
tive Director. 

AMERICAN ASSOCIATION OF MEDICAL REcoRD LIBRARIANS, Palace Hotel, San 
Francisco, Oct. 5-9. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SurGEoNs, The Homestead, Hot Springs, Va., Sept. 10-12. Dr. William 
F. Mengert, 2211 Oak Lawn Ave., Dallas, Texas, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Drake Hotel, Chi- 
cago, Oct. 1-3. Dr. James K. Stack, 700 North Michigan Blvd., 
Chicago, Secretary. 

AMERICAN COLLEGE OF SURGEONS, Conrad Hilton Hotel, Chicago, Oct. 5-9 
Dr. Michael L. Mason, 40 East Erie St., Chicago, Secretary. 

AMERICAN CONGRESS OF PHYSICAL MEDICINE, Palmer House, Chicago, 
Aug. 31-Sept. 4. Dr. Walter J. Zeiter, 30 North Michigan Ave., Chicago 
2, Executive Director. 

AMERICAN DIETETIC ASSOCIATION, Los Angeles, Aug. 24-28. Miss Ruth M. 
Yakel, 620 N. Michigan Ave., Chicago 11, Executive Secretary. 

AMERICAN FRACTURE ASSOCIATION, Mission Inn, Riverside, Calif., Oct. 12- 
15. Dr. H. W. Wellmerling, 120 S. LaSalle St., Chicago 3, Secretary. 


AMERICAN HOSPITAL ASSOCIATION, San Francisco, Aug. 31-Sept. 3. Mr. 
George Bugbee, 18 East Division St., Chicago 11, Executive Director. 
AMERICAN MEDICAL WRITERS’ ASSOCIATION, Elk’s Club, Springfield, III, 
Sept. 23. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 
AMERICAN ROENTGEN Ray Society, Netherland Plaza, Cincinnati, Sept. 
29-Oct. 2. Dr. Barton R. Young, Germantown Hospital, Philadelphia 

44, Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Olympic Hotel, Seattle, Oct. 6-9. 
Dr. J. Earl Remlinger Jr., Room 1101, 188 W. Randolph St., Chicago, 
Secretary. 

AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS, Drake Hotel, Chicago, 
Oct. 12-16. Dr. Clyde G. Culbertson, 1040 W. Michigan St., Indi- 
anapolis, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Fall Meeting, Yale University, New Haven, Conn., Sept. 7-9. Dr. Carl 
C. Pfeiffer, 1853 West Polk St., Chicago 12, Secretary. 

ASSOCIATION OF LIFE INSURANCE MEDICAL DIRECTORS OF AMERICA, Hotel 
Statler, New York, Oct. 14-16. Dr. Henry B. Kirkland, P. O. Box 594, 
Newark 1, N. J., Secretary. 

ASSOCIATION OF MEDICAL ILLUSTRATORS, Sheraton Hotel, Baltimore, Oct. 
5-7. Miss Evelyn J. Erickson, 1512 St. Antoine St., Detroit 26, Secretary 

BIOLOGICAL PHOTOGRAPHIC ASSOCIATION, Hotel Statler, Los Angeles, Aug. 
31-Sept. 3. Miss Jane H. Waters, 533 West 57th St., New York 19, 
Secretary. 

CENTRAL NEUROPSYCHIATRIC ASSOCIATION, Claypool Hotel, Indianapolis, 
Oct. 15-17. Dr. Hamilton Ford, 112 North Blvd., Galveston, Texas, 
Secretary. : 

COLLEGE OF AMERICAN PATHOLOGISTS, Drake Hotel, Chicago, Oct. 12-16. 
Dr. Harry P. Smith, 203 N. Wabash Ave., Chicago 1, Secretary. 

COLORADO STATE MepicaL Society, Shirley-Savoy Hotel, Denver, Sept. 29- 
Oct. 2. Mr. Harvey T. Stethman, 835 Republic Bidg., Denver 2, Execu- 
tive Secretary. 

DELAWARE, MEDicaAL Society oF, Hotel du Pont, Wilmington, Oct. 12-14. 
Dr. Andrew M. Gehret, 822 North American Bldg., Secretary. 

District OF COLUMBIA, MEDICAL SOCIETY OF THE, Hotel Statler, Wash- 
ington, Oct. 5-7. Mr. Theodore Wiprud, 1718 M St. N.W., Washington 
6, Secretary. 

GERONTOLOGICAL Society, Mark Hopkins Hotel, San Francisco, Aug. 
25-27. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 
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GuLF Coast CLINICAL Society, Admiral Semmes Hotel, Mobile, Ala., Oct. 
15-16. Dr. William J. Atkinson Jr., 1217 Government St., Mobile 20, 
Ala., Secretary. 

GULF Coast CONFERENCE ON INDUSTRIAL HEALTH, Shamrock Hotel, Hous- 
ton, Tex., Oct. 1-3. Dr. Sidney Schnur, 411 Medical Arts Bldg., Hous- 
ton 2, Tex., Vice Chairman. 

Kansas City SOUTHWEST CLINICAL Society, Kansas City, Mo., Sept. 28- 
Oct. 1. Dr. W. H. Algie, 825 North 7th Street, Kansas City, Kans., 
Secretary. 

KENTUCKY STATE MEDICAL ASSOCIATION, Brown Hotel, Louisville, Sept. 
22-24. Dr. Bruce Underwood, 620 South Third St., Louisville 2, Secretary. 

MICHIGAN STATE MEDICAL Society, Pantlind Hotel and Civic Auditorium, 
Grand Rapids, Sept. 23-25. Dr. L. Fernald Foster, 606 Townsend St., 
Lansing 15, Secretary. 

MissIssipP1 VALLEY Mepicat Society, Springfield, Ill., Sept. 23-25. Dr. 
Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

MONTANA MEDICAL ASSOCIATION, Northern Hotel, Billings, Sept. 17-20. 
Mr. L. R. Hegland, 104 North Broadway, Billings, Executive Secretary. 

NATIONAL GASTROENTEROLOGICAL ASSOCIATION, Hotel Biltmore, Los Angeles, 
Oct. 12-17. Dr. A. Xerxes Rossien, 1819 Broadway, New York 23, 
Secretary. 

NEUROSURGICAL, SOCIETY OF AMERICA, The Broadmoor, Colorado Springs, 
Colo., Sept. 23-27. Dr. C. D. Hawkes, 22 North Manassas St., Memphis 
5, Tenn., Secretary. 

NEVADA STATE MEDICAL AssociATION, Carter Hotel, Elko, Sept. 24-26. Dr. 
William A. O’Brien III, 505 Chestnut St., Reno, Secretary. 

NEw HAMPSHIRE MEDICAL Society, Equinox House, Manchester, Vt., Oct. 
4-6. Dr. Deering G. Smith, 44 Chester St., Nashua, Secretary. 

NORTHERN MINNESOTA MEDICAL ASSOCIATION, Fergus Falls, Aug. 28-29. 
Dr. C. L. Oppegaard, Crookston, Secretary. 

NorTH PaciFic SOCIETY OF INTERNAL MEDICINE, Harrison, B. C., Canada, 
Sept. 18-19. Dr. Clarence C. Pearson, 1115 Terry Ave., Seattle 1, Wash., 
Secretary. 

NorTH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Texas, Sept. 16. Dr. C. H. Wilson, 1300 Eighth St., Wichita Falls, 
Texas, Secretary. 

OreGon STATE Mepicat Society, Heathman Hotel, Portland, Oct. 14-17. 
Dr. Charles E. Littlehales, 833 S.W. Eleventh Ave., Portland 5, 
Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, William Penn Hotel, 
Pittsburgh, Sept. 21-24. Dr. Harold B. Gardner, 230 State St., Harrisburg, 
Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

NortH Dakota, Fargo, Sept. 12. Dr. Robert B. Radi, 221 Fifth St., 
Bismarck, Governor. 

ARKANSAS-OKLAHOMA, Tulsa, Okla., Sept. 19. Dr. Wann Langston, 117 
North Broadway, Oklahoma City 2, Governor. 

WESTERN NEW York, Syracuse, Oct. 9. Dr. E. C. Reifenstein, 109 South 
Warren St., Syracuse 2, Governor. 

Oun10, Dayton, Oct. 9. Dr. Charles A. Doan, Ohio State University 
College of Medicine, Columbus 10, Governor. 

MONTANA-WYOMING, Missoula, Mont., Oct. 9-10. Dr. Haroid W. Gregg, 
127 West Park Street, Butte, Mont., Governor. 

SOUTHEASTERN—Cuba, Alabama, Florida, Georgia, South Carolina—St. 
Simons, Sea Island, Ga., Oct. 16-17. Dr. Carter Smith, 384 Peachtree 
St. N.E., Atlanta 3, Ga., Chairman. 

SOUTHWESTERN SURGICAL CONGRESS, Hetel Utah, Salt Lake City, Sept. 
21-23. Dr. C. R. Rountree, 1227 Classen St., Oklahoma City 3, Secretary. 

TENNESSEE VALLEY MEDICAL ASSEMBLY, Read House Hotel, Chattanooga, 
Sept. 28-29. Dr. William G. Stephenson, 612 Medical Arts Bidg., 
Chattanooga 3, President. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Waldorf-Astoria, 
New York, Sept. 13-17. Dr. Karl Meyer, 1516 Lake Shore Drive, 

Chicago 10, Secretary. 

UtaH STATE MEDICAL ASSOCIATION, Salt Lake City, Sept. 10-12. Dr. Homer 
E. Smith, 42 South Fifth East St., Salt Lake City 2, Secretary. 

VERMONT STATE MEDICAL SociETy, Equinox House, Manchester, Oct. 4-6. 
Dr. James. P. Hammond, 542 Main St., Bennington, Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Olympic Hotel, Seattle, Sept. 
13-16. Dr. Bruce Zimmerman, 338 White-Henry-Stuart Bldg., Seattle 1, 
Secretary. 

WESTERN ORTHOPEDIC ASSOCIATION, Sun Valley, Idaho, Oct. 5-8. Dr. For- 
rest L. Flashman, 1301 Spring St., Seattle 4, Secretary. 

WIsconsIN, STATE MEDICAL Socisty oF, Hotel Schroeder, Milwaukee, Oct. 
5-7. Mr. Charles H. Crownhart, 704 East Gorham St., Madison 3, 
Secretary. 


FOREIGN 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 19547 Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 18-22, 
1954. Dr. T. C. Routley, 135 St. Clair Ave. W., Toronto 5, Ont., Canada, 
General Secretary. 

CONGRESS OF ENTERNATIONAL AWNEsTiSIA ResEARCH SocteTy, Chateau 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Friend, 515 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 
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CONGRESS OF THE INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Cambrig 
and Windermere, England, Aug. 20-30. For information write: Professoe 
G. C. Hutchinson, Osborn Zoological Laboratory, Yale University, New 
Haven, Conn., U. S. A. 

CONGRESS OF THE INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geney, 
Switzerland and Aix-les-Bains, France, Aug. 23-29. For information write. 
Dr. W. Tegner, The London Hospital, London E.1, England. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF ANGIOLOGY, Lisbon, Portyg,) 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St., New York ; 
N. Y., U. S. A., Secretary. , 

CONGRESS OF THE INTERNATIONAL SOCIETY OF SURGERY, Lisbon, Portuga! 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Gey, 
eral Secretary. 

INTERIM MEETING, AERO MEDICAL ASSOCIATION, University of Brussels 
Medical School, Brussels, Belgium, Sept. 24-27. Dr. Andre Allard 
Medical Director of SABENA, 145 Rue Royale, Brussels, Belgium 
Secretary. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazjj 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer. 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF THE EUROPEAN SOCIETY OF HAEMaTOLocy, 
Amsterdam, Holland, Sept. 8-12. Dr. M. C. Verloop, Maliesingle 15, 
Utrecht, Holland, Secretary. 

INTERNATIONAL CONGRESS ON GENETICS, Bellagio, Italy, August 24-31. Prof. 
C. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave, 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS OF HIPPOCRATIC MEDICINE, Evian, France, Sept, 
3-6. Prof. P. Delore, 13, rue Jarente, Lyon, France, Secretary-General, 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni Venac 1, 
Belgrade, Yugoslavia, Secretary General. 


INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Illinois, U.S.A., Secretary-General. 

INTERNATIONAL CONGRESS OF LOGOPEDICS AND PHONIATRICS, Zurich, Switzer- 
land, Sept. 1-5. Dr. Deso A. Weiss, 115 East 86th St., New York 28, 
N. Y., U. S. A., General Secretary. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept 6-12. For 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy. 
INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hopital 

Cantonal, Geneva, Switzerland, President. 


INTERNATIONAL CONGRESS OF PAEDIATRICS, Havana, Cuba, Oct. 12-17. Prof 
Felix Hurtado, 5a Avenue 124, Miramar, Havana, Cuba, President. 


INTERNATIONAL CONGRESS OF PsyCHOLOGYy, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, Internationa! Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. J., U. S. A. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MA Lari, Istanbul, 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Siikrii Aksel, Tune! Mey- 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL LEPROSY CONGRESS, Madrid, Spain, Oct. 3-10. Dr. Felix 
Contreras, Moreto 15, Madrid, Spain, Secretary. 

INTERNATIONAL NEUROLOGICAL CONGRESS, LisBON, Portugal, Sept. 7-12. 
Prof. Almeida Lima, Avenida do Brazil 53, Lisbon, Portugal, Secretary- 
General. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MEDICINE, Rome, 
Italy, Oct. 14-18. Colonel Medecin Prof. A. Campana, Office of the 
Ministero della Difesa-Esercito, Rome, Italy, Secretary. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 3)- 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BroLoGicaL RuytTHms, Basie, 
Switzerland, Sept. 18-19. For information write: Prof. Dr. F. Georgi, 
Neurologische Universitats-Poliklinik, Socinstrasse 55, Basle, Switzerland. 

JouRNEES MEDICALEs, Pasis, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS OF OBSTETRICS AND GYNECOLOGY, Buenos Aires, 
Argentina, Oct. 26-31. 

LaTIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezucla, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro Medico, 
Caracas, Venezuela, Secretary-General. 
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paciFic SCIENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16- 
28, Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 

Pan AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
coLocy, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. 

Pan AMERICAN MEDICAL ASSOCIATION, International Medical Cruise Con- 
gress, S.S. Nieuw Amsterdam, Jan. 6-22, 1954. Dr. Joseph J. Eller, 
745 Fifth Avenue, New York 22, N. Y., U. S. A., Executive Director. 

Pan AMERICAN MEDICAL WOMEN’S ALLIANCE, Beekman Towers Hotel, New 

York, N. Y., Sept. 24-Oct. 1. Dr. Ina Marsh, 140 Linwood Ave., Buffalo, 
nN. Y., U. S. A., Registration Chairman. 

PersIAN GULF MEDICAL Society, Dhahran, Saudi Arabia, Dec. 7-8. Dr. 
N. J. Conan Jr., Department of Internal Medicine, Arabian American 
Qi] Company, Dhahran, Saudi Arabia, Secretary. 

REGIONAL MEETING, AMERICAN COLLEGE OF Puysicians, San Juan, Puerto 
Rico, Oct. 15-17. Dr. R. Rodriquez-Molina, Veterans Administration 
Center, San Juan, Puerto Rico, Governor. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
ll, U. S. A., Secretary. 

WorLD CONFERENCE ON Mepicat EpucatTion, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 22-29. Secre- 
tariat: World Medical Association, 2 East 103d St., New York 29, N. Y.. 
U. S. A. 

WorLD CONGRESS OF THE WORLD CONFEDERATION FOR PHYSICAL THERAPY, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, London, 
W.C.1, England, Secretary. 

WorLD MEDICAL AssocIATION, The Hague, Netherlands, Aug. 31-Sept. 7. 
Dr. Louis H. Bauer, 345 East 46th St., New York 17, N. Y., Secretary- 
General. 





EXAMINATIONS 
AND LICENSURE 








BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 22-24, 1954. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery. 

ALASKA:* Anchorage and Juneau, Sept. 7. Sec., Dr. W. M. Whitehead, 
172 South Franklin St., Juneau. 

Arizona:* Examination. Phoenix, Oct. 22-23. Endorsement. Phoenix, Oct. 
24. Executive Secretary, Mr. Robert Carpenter, 401 Security Bidg., 
Phoenix. 

ARKANSAS:* Examination. Little Rock, Nov. 5-6. Sec., Dr. Joe Verser, 
Harrisburg. 

CoLoraDo:* Reciprocity. Denver, Oct. 13. Final date for filing application 
is Sept. 14. Examination. Denver, Dec. 15-16. Final date for filing 
application is Nov. 14. Executive Secretary, Miss Beulah H. Hudgens, 
831 Republic Bldg., Denver 2. 

ConnECTICUT:* Regular. Examination. New Haven, Nov. 10-11. Reciprocity 
actions are taken continuously. Secretary to the Board, Dr. Creighton 
Barker, 160 St. Ronan St., New Haven. Homeopathic. Derby, Nov. 
10-11. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DELAWARE: Dover, Jan. 12-14, 1954. Sec., Dr. Joseph S. McDaniel, 229 
South State St., Dover. 

District OF COLUMBIA:* Reciprocity. Washington, Sept. 14. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bidg., Washington. 

FLoripa:* Examination. Jacksonville, Nov. 22-24. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami 36. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Director of Medical Services, Guam 
Memorial Hospital, Agana. 

IDAHO: Boise, Jan, 11-13, 1954, Executive Secretary, Mr. Armand L. 
Bird, 364 Sonna Bldg., Boise. 

ILuNots: Chicago, Oct. 6-8. Superintendent of Registration, Mr. Fredric 
B. Selcke, State House, Springfield. 

lowa:* Examination. Des Moines, Dec. 7-9. Sec., Dr. M. A. Royal, 506 
Fleming Bidg., Des Moines. 

Kansas: Topeka, Dec. 9-10. Sec., Dr. O. W. Davidson, 864 New Brother- 
hood Bldg., Kansas City. 

Maine: Portland, Nov. 12-13. Sec., Dr. Adam P. Leighton, 192 State 
Street, Portland. 

MARYLAND: Examination, Baltimore, Dec. 8-11. Sec., Dr. Lewis P. Gundry, 
1215 Cathedral St., Baltimore 1. 
MICHIGAN:* Examination, Lansing, Oct. 14-16. Sec., Dr. J. Earl McIntyre, 

202-4 Hollister Bidg., Lansing 8. 

MINNESOTA:* Minneapolis, Oct. 20-22. Sec., Dr. E. M. Jones, 230 Lowry 
Medical Arts Bidg., St. Paul 2. 

Mississippi; Reciprocity. Jackson, December. Assistant Secretary, Dr. R. 
Whitfield, Old Capitol, Jackson 113. 
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Montana: Helena, Oct 5. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

NEBRASKA:* Examination. Omaha, June 1954. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bidg., Lincoln. 

NeEvaDa:* Reno, Oct. 6. Sec., Dr. George H. Ross, 112 Curry St., Carson 
City. 

New HAampsuire: Concord, Sept. 9. Sec., Dr. John S. Wheeler, 107 State 
House, Concord. 

NEw Jersey: Examination. Trenton, Oct. 20-23. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

NEW MExIco:* Oct. 12-13, Santa Fe. Sec., R. C. Derbyshire, 227 E. Palace 
Ave., Sante Fe. 

New York: Examination. New York, Syracuse, Buffalo and Albany, Oct. 
6-9. Sec., Dr. Stiles D. Ezell, 23 South Pearl St., Albany. 

NortH Carona: Reciprocity. Asheville, Oct. 12. Sec., Dr. Joseph J. 
Combs, 716 Professional Bldg., Raleigh. 

NortH Dakota: Examination. Grand Forks, Jan. 6-9, 1954. Reciprocity. 
Grand Forks, Jan. 9. Sec., Dr. C. J. Glaspel, Grafton. 

On10: Examination. Columbus, December. Reciprocity. Columbus, Oct. 6. 
Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus 15. 

OrEGON:* Reciprocity. Portland, Oct. 16-17. Sec., Dr. Wilmot C. Foster, 
609 Failing Bldg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia, January 1954. Acting Secretary, 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. ° 

RHODE IsLAND:* Examination. Providence, Oct. 1-2. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SoutH Carona: Reciprocity. Columbia, Sept. 21. Sec., Mr. N. B 
Heyward, 1329 Blanding St., Columbia. 

SoutH Daxota:* Examination. Sioux Falls, Jan. 19-20, 1954. Reciprocity 
can be obtained at any time between meetings of board. Executive 
Secretary, Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

TENNESSEE:* Examination. Memphis, Sept. 30-Oct. 1. Sec., Dr. H. W. 
Qualls, 1635 Exchange Bldg., Memphis. 

Texas: Fort Worth, Nov. 12-14. Reciprocity applicants must be completed 
30 days prior to the meeting date. Sec., Dr. M. H. Crabb, 1714 Medical 
Arts Bldg., Fort Worth 2. 

WEstT ViraGinia: Charleston, Oct. 19. Sec., Dr. N. H. Dyer, State Office 
Bidg., Charleston 5. 

WIsconsIN:* Reciprocity. Madison, October. Examination and Reciprocity. 
Madison, Jan. 12-14, 1954. Sec., Dr. A. G. Koehler, 46 Washington 
Bivd., Oshkosh. 

Wrominc: Cheyenne, Oct. 5. Sec., Dr. Franklin D. Yoder, State Office 
Bidg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALasKa: On application. Juneau or other towns in Territory as decided 
by Board, Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

Arizona: Examination. Tucson, Sept. 15. Sec., Mr. Herbert D. Rhodes, 
University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, Oct. 6-7. Sec., Mr. Louis E. 
Gebauer, 1002 Donaghey Bidg., Little Rock. 

Cotorapo: Examination. Denver, Sept. 9-10. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

CONNECTICUT: New Haven, Oct. 10. Address: State Board of Healing Arts, 
52 Whitney Ave., New Haven 10, 

District oF COLUMBIA: Examination. Washington, Oct. 19-20. Sec., Dr 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

Fiormwa: Examination. Gainesville, Nov. 7. Sec., Mr. M. W. Emmel, Box 
340, University of Florida, Gainesville. 

Minnesota: Examination. Minneapolis, Oct. 6-7. Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis 14. 

NEBRASKA: Examination. Omaha, Oct. 6-7. Director, Mr. Husted K. Wat- 
son, 1009 State Capitol Bldg., Lincoln. 

Nevapa: Examination. Reno, Oct. 6. Sec., Dr. Donald G. Cooney, Box 
9005, University Station, Reno. 

New Mexico: Examination. Santa Fe, Oct. 18. Sec., Mrs. Marguerite 
Cantrell, Box 1592, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, August 28-29. Sec., Dr. Clinton 
Gailaher, 813 Braniff Bidg., Oklahoma City. 

OreGON: Portland, Aug. 29. Final date for filing application is Aug. 12. 
Portland, Dec. 5. Sec., Dr. Charles D. Byrne, University of Oregon, 
Eugene. 

SoutH Dakota: Examination. Vermillion, Dec. 4-5. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Sept. 23-24. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis 3. 

Texas: Examination. Dallas and Galveston, October. Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

WIsconsIN: Examination. Madison, Sept. 19. Final date for filing applica- 
tion is Sept. 11. Milwaukee, Dec. 5. Final date for filing application is 
Nov. 27. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 





* Basic Science Certificate required. 
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DEATHS 


Gilbert, Newell Clark ® Chicago; born in Clinton, Ill., Dec. 5, 
1880; Northwestern University Medical School, Chicago, 1907; 
professor of medicine emeritus at his alma mater, where he 
was past chairman of the department of internal medicine; 
served during World War I; later a lieutenant colonel in the 
medical officers reserve corps; specialist certified by the 
American Board of Internal Medicine; past president of the 
Chicago Heart Association; member of the Central Society for 
Clinical Research, Association of American Physicians, Chicago 
Society of Internal Medicine, Institute of Medicine of Chicago, 
and the American Society for Clinical Investigations; fellow 
of the American College of Physicians; vice-chairman, 1935- 
1936 and chairman 1936-1937, Section on Pharmacology and 
Therapeutics, American Medical Association, where he was 
chairman of the Section on Practice of Medicine, 1938-1939; 
senior attending physician, St. Luke’s Hospital; formerly chief 
editor of the Archives of Internal Medicine; died in St. 
Joseph’s Hospital in Milwaukee Aug. 1, aged 72, of bile 
peritonitis following an operation for acute cholecystitis and 
gallstones. 


Crawford, Robert Hope © Rutherfordton, N. C.; born in Rock 
Hill, S. C., in 1890; Johns Hopkins University School of 
Medicine, Baltimore, 1914; member of the founders group of 
the American Board of Surgery; member of the Southern 
Surgical Association and the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; served overseas 
during World War I, and in 1919 received from King Alexan- 
der of Greece the Medal of Military Merit, awarded him for 
distinguished service in Greece with the American Red Cross 
in helping to stamp out a typhus epidemic in Macedonia; 
medical director of the Rutherford Hospital; died April 15, 
aged 63, of squamous cell carcinoma of the chest wall. 


Calcote, Royal Jackson ® Little Rock, Ark.; born in Ruston, 
La., Sept. 11, 1893; University of Arkansas School of Medi- 
cine, Little Rock, 1918; clinical professor of surgery (ophthal- 
mology) at his alma mater; specialist certified by the American 
Board of Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology; formerly treasurer of 
the Arkansas Medical Society, and secretary of the Pulaski 
County Society; served during World Wars I and II; con- 
sultant, Arkansas School for the Blind; affiliated with St. 
Vincent Infirmary and Arkansas Baptist and Missouri Pacific 
hospitals; died in Hot Springs, Ark., June 28, aged 59, of 
cerebral hemorrhage. 


Ennett, Nathaniel Thomas © Beaufort, N. C.; born Jan. 5, 
1877; Medical College of Virginia, Richmond, 1907; formerly 
on the faculty of his alma mater; specialist certified by the 
American Board of Preventive Medicine and Public Health; 
health officer of Carteret County; for many years health officer 
of Pitt County; formerly health officer of Surry County; past 
president of the North Carolina Public Health Association 
and the Second District Medical Society; at one time practiced 
in Richmond, Va., where he was medical director for the city 
board of education from 1911 to 1932 except for one year; 
died in Morehead City (N. C.) Hospital June 23, aged 76, of 
cerebral hemorrhage. 


Echtman, Joseph ® New York City; born in Russia, Jan. 15, 
1886; New York Homeopathic Medical College and Flower 
Hospital, 1919; served on the faculty of New York Medical 
College, Flower and Fifth Avenue Hospitals; formerly affiliated 
with Mount Sinai Hospital and the cardiac clinic of Beth Israel 
Hospital; chief of physiotherapy clinic, Stuyvesant Polyclinic, 
from 1936 to 1942 and later director of postgraduate courses in 
physical medicine in this institution; for many years chief of 
physical medicine at Beth David Hospital; author of “The 
Cure of Rheumatoid Arthritis and Related Conditions by 
Physical Medicine,” published in 1951; died June 27, aged 67, 
of carcinoma. 





@ Indicates Member of the American Medical Association. 


Braunstein, William Peter ® Weehawken, N. J.; born in Union, 
N. J., Jan. 21, 1900; Columbia University College of Physi. 
cians and Surgeons, New York, 1923; specialist certified by 
the American Board of Pathology; member of the College of 
American Pathologists and the American Society of Clinica) 
Pathologists; for many years assistant medical examiner jp 
Hudson County; attending pathologist at North Hudsop 
Hospital in Weehawken and president of the staff of ¢ 
Mary’s Hospital, in Hoboken, where he was director of 
pathology; died in Lenox Hill Hospital, New York, June 23, 
aged 53, of carcinoma of the lung. 


Aborn, William Henry ® Hawley, Minn.; McGill University 
Faculty of Medicine, Montreal, Canada, 1887; died in Lake 
Park June 13, aged 95, of carcinoma of the bladder. 


Anderson, Marion Ellsworth, Clinton, Iowa; Northwester 
University Medical School, Chicago, 1911; served during 
World War I; died in the Jane Lamb Hospital June 15, aged 
70, of carcinoma of the urinary bladder. 


Bartolucci, Raymond John ® Albuquerque, N. Mex.; Chicago 
Medical School, 1935; member of the American Academy of 
General Practice; died July 6, aged 45. 


Bloom, Harold Abel © New Orleans; Tulane University of 
Louisiana School of Medicine, New Orleans, 1918; died April 
24, aged 59, of coronary occlusion. 


Bowen, Frederick Stuber ® Woodburn, Iowa; Rush Medical 
College, Chicago, 1901; served during World War I; died in 
the Veterans Administration Hospital, Des Moines, June 3, 
aged 78, of arteriosclerotic heart disease. 


Boyd, Leon Morelle @ Alexandria, Minn.; University of 
Minnesota College of Medicine and Surgery, Minneapolis, 
1908; died in Our Lady of Mercy Hospital May 29, aged 69, 
of a heart attack. 


Briggs, Carl F. @ Sullivan, Ind.; Rush Medical College, 
Chicago, 1902; served as secretary and president of the 
Sullivan County Medical Society; surgeon for the Chicago and 
Eastern Illinois Railroad; died June 20, aged 72, of coronary 
disease. 


Briggs, Robert Truman, Hempstead, N. Y.; Long Island Col- 
lege Hospital, Brooklyn, 1898; served during World War |; 
died June 28, aged 79, of a heart attack. 


Brown, Joseph C., Lookout, W. Va.; Baltimore Medical 
College, 1895; served as a member of the staffs of Weston 
(W. Va.) State Hospital and the Spencer (W. Va.) State Hos- 
pital; died July 13, aged 81, of arteriosclerosis. 


Bullen, Victor Emmanuel ® Paterson, N. J.; New York 
University Medical College, New York, 1896; died in Paramus, 
June 29, aged 84. 


Burst, Emil Andrew @ St. Louis; St. Louis University School 
of Medicine, 1909; served during World War I; on the staff 
of the Lutheran Hospital, where he died June 20, aged 68, of 
ruptured abdominal aortic aneurysm. 


Butterfield, Edwin Jay ® Tucson, Ariz.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the Univer- 
sity of Illinois, 1903; member of the Iowa State Medical 
Society; died May 13, aged 73, of carcinoma of the stomach. 


Chasatzky, Isaac Samuel ® New York City; University of 
Kharkov Faculty of Medicine, Russia, 1913; affiliated with 
Mount Sinai Hospital; died recently, aged 64, of tuberculosis 
of the kidneys. 


Clark, Ernest Walton Jr. ® Haddon Heights, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia, 1922; 
specialist certified by the American Board of Otolaryngology: 
member of the American Academy of Ophthalmology and 
Otolaryngology; served on the staffs of Cooper Hospital i0 
Camden and Wills Hospital in Philadelphia; died in Friends 
Hospital, Philadelphia, April 24, aged 56. 
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Cohen, Franklin Harry, Norfolk, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1934; member of the 
American Academy of General Practice; served during World 
War Il; affiliated with De Paul Hospital and the Norfolk 
General Hospital, where he died June 12, aged 43, of cerebral 
hemorrhage and hypertension. 


Cooper, Fay Maxey ® Oklahoma City; University of Arkansas 
School of Medicine, Little Rock, 1925; clinical professor of 
ophthalmology at University of Oklahoma School of Medicine; 
specialist certified by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology and 
Otolaryngology; past president of the Oklahoma City Clinical 
Society; affiliated with St. Anthony, University, and Wesley 
hospitals; died June 16, aged 53, of myocardial infarction. 


Cowart, Newit Walter, Wiggins, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1908; died May 19, aged 74. 


Crecelius, Harry Alfred © Plains, Mont.; Beaumont Hospital 
Medical College, St. Louis, 1897; served as county physician 
and health officer; died June 2, aged 77. 


Crosbie, George Torance, Belle Vernon, Pa.; Starling Medical 
College, Columbus, 1898; on the staff of the Charleroi Mones- 
sen Hospital in Charleroi, where he died June 21, aged 77, 
of carcinoma of the bladder. 


Crosland, Edward Samuel @ Royersford, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1922; died in 
Memorial Hospital, Pottstown, April 21, aged 56, of acute 
cardiac dilatation. 


Dana, Lawrence Wellington ® Kane, Pa.; Jefferson Medical 
College of Philadelphia, 1903; died in Hamot Hospital, Erie, 
April 24, aged 73, of cardiac failure. 


Denyes, Gerald Foster @ Toledo, Ohio; Queen’s University 
Faculty of Medicine, Kingston, Ontario, Canada, 1916; spe- 
cialist certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology and 
Otolaryngology; served with the Canadian Army during World 
War I; formerly affiliated with Toledo, Mercy, and Flower 
hospitals; died in Good Samaritan Hospital in West Palm 
Beach, Fla., June 22, aged 57, of coronary thrombosis. 


DeWitt, Charles Cornelius, Louisville, Ky.; University of 
Louisville Medical Department, 1917; served during World 
War I; died in Norton Memorial Infirmary April 19, aged 76, 
of bleeding duodenal ulcer, hemiplegia, and cerebral throm- 
bosis. 


Duckwall, Francis A., Dayton, Ohio; Medical College of Ohio, 
Cincinnati, 1877; died June 24, aged 101, of cerebral hemor- 
rhage. 


Dudley, Alberta Pasch Webb @ Oklahoma City, Okla.; Univer- 
sity of Oklahoma School of Medicine, Oklahoma City, 1942; 
instructor in medicine at her alma mater; assistant medical 
director of the Oklahoma Defense Blood Center; died in St. 
Anthony’s Hospital June 1, aged 53, of carcinoma. 


Duncan, Henry, Marietta, Minn.; Rush Medical College, 
Chicago, 1900; died May 22, aged 85. 


Eagan, Edward Francis @ Lynn, Mass.; Yale University 
School of Medicine, New Haven, Conn., 1930; certified by the 
National Board of Medical Examiners; specialist certified by 
the American Board of Otolaryngology; served during World 
War II; twice elected to the school committee of Lynn; affili- 
ated with Lynn and Union hospitals in Lynn, and the Carney 
Hospital in Boston; died in Cape Cod Hospital in Hyannis 
June 13, aged 47, of coronary occlusion and myocardial 
infarction. 


Edson, Elmer Rockwood @ Portland, Ore.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1897; 
served overseas as a medical officer for the Canadian and UV. S. 
Army during World War I; associated with the Veterans 
Administration Hospital and Veterans Administration regional 
services from 1923 to 1948; died in Lyons, N. Y., May 31, 
aged 80, of coronary thrombosis. 

Ertzman, Richard Leonard @ Pittsburgh; Western Pennsyl- 
vania Medical College, Pittsburgh, 1903; served during World 
War I; died June 18, aged 73, of coronary occlusion. 
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Farquhar, David Clifford ® Monessen, Pa.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1905; served during World War I; 
affiliated with Charleroi-Monessen Hospital in Charleroi; died 
July 2, aged 71, of a heart attack. 


Feman, Jacob George ® Keansburg, N. J.; University of Mary- 
land School of Medicine, Baltimore, 1930; on the staffs of the 
Monmouth Memorial Hospital in Long Branch and the River- 
view Hospital in Red Bank; died in Memorial Hospital, New 
York City, June 9, aged 48, of carcinoma of the colon. 


Levy; Walter Edmond Jr., New Orleans; born in New Orleans 
April 1, 1922; Tulane University of Louisiana School of 
Medicine, New Orleans, 1945; interned at Touro Infirmary; 
served a residency in obstetrics and gynecology at Charity 
Hospital; served during World War II; clinical instructor in 
obstetrics and gynecology at Louisiana State University School 
of Medicine; affiliated with Touro Infirmary; consulting ob- 
stetrician at Flint Goodridge Hospital; on the courtesy staff of 
the Sara Mayo Hospital; died June 27, aged 31. 


Marthens, Jesse Grant, Dayton, Ohio; Syracuse University 
College of Medicine, 1907; served during.World War I; died 
June 18, aged 69. 


Miller, James Wesley @ Philadelphia; Jefferson Medical 
College of Philadelphia, 1923; affiliated with Thomas M. 
Fitzgerald-Mercy Hospital in Darby and the Presbyterian, St. 
Vincent’s, and St. Agnes hospitals; died in Bryn Mawr (Pa.) 
Hospital June 24, aged 59, of coronary thrombosis with acute 
myocardial infarction. 


Moore, Harold H. ® Ottumwa, Iowa; College of Physicians 
and Surgeons of Chicago, School of Medicine of the Univer- 
sity of Illinois, 1912; fellow of the American College of 
Surgeons; affiliated with Ottumwa Hospital and St. Joseph's 
Hospital, where he died April 20, aged 63, of pulmonary 
thrombosis, myocardial infarction, and arteriosclerotic heart 
disease. 


Murrow, Joseph S. © Apalachicola, Fla.; University of Georgia 
Medical Department, Augusta, 1899; formerly associated with 
the U. S. Public Health Service; died in the Franklin County 
Hospital May 28, aged 80, of hypostatic pneumonia. 


Nelson, Elford John © Pomona, Calif.; University of Toronto 
Faculty of Medicine, Toronto, Canada, 1920; died suddenly, 
June 10, aged 56, of acute coronary thrombosis, chronic 
arthritis, and arteriosclerosis. 


O’Keeffe, James Vincent ® Lynn, Mass.; Harvard Medical 
School, Boston, 1909; affiliated with Lynn Hospital; died 
June 12, aged 70, of coronary thrombosis. 


Payne, John Edward Jr., Reidsville, N. C.; Meharry Medical 
College, Nashville, Tenn., 1942; interned at City Hospital, 
Winston-Salem; served during World War II; died April 10, 
aged 37, of a heart attack. 


Pentecost, Milton Irving ® Freeport, Maine; Jefferson Medical 
College of Philadelphia, 1908; member of the Medical Society 
of the State of Pennsylvania; served overseas during World 
War I; for many years on the staff of the Scranton (Pa.) 
State Hospital; died May 23, aged 70, of a heart attack. 


Phillips, Clyde Lincoln © Hilo, Hawaii; Northwestern Univer- 
sity Medical School, Chicago, 1929; died May 26, aged 53. 
Plath, John Henry, Wyckoff, N. J.; University and Bellevue 


Hospital Medical College, New York, 1899; died June 21, 
aged 76, of encephalopathy due to cerebral arteriosclerosis. 


Powell, John Franklin, Greentown, Ind.; Medical College of 
Indiana, Indianapolis, 1897; died June 5, aged 78, of heart 
disease. 


Pracht, Henry Walters ® Miami Beach, Fla.; University of 
Pittsburgh School of Medicine, 1928; died May 13, aged 49, 
of myocardial infarction and coronary occlusion. 


Snow, Glenadine Calkins, Ypsilanti, Mich.; University of 
Michigan Medical School, Ann Arbor, 1921; died in St. Joseph 
Mercy Hospital, Ann Arbor, May 10, aged 64, of coronary 
thrombosis and arteriosclerosis. 


' 
' 








NAVY 


Sea Duty for WAVES.—The Navy announced July 29 that 
it will call for volunteers from the enlisted women of the 
hospital corps to fill 63 billets on ships of the Military Sea 
Transportation Service. This is the first time that military 
billets aboard ships have been opened to enlisted WAVES. 
Twenty-four Navy nurses will thus be replaced by the enlisted 
hospital corps WAVES, and the nurses will then be available 
for assignment to Navy hospitals ashore. A minimum of two 
enlisted women will be assigned to each ship, and they will 
be assigned only to ships that have a Navy nurse aboard. 
The tour of duty aboard these ships is 21 months. Of the 
billets available, 28 are in the Atlantic and 35 in the Pacific. 


Motor Vehicle Accidents——The Navy’s Bureau of Medicine 
and Surgery has completed tabulation of motor vehicle acci- 
dents in which Navy and Marine Corps personnel were in- 
volved during the year 1951. The 7,940 new admissions to 
the Navy’s sick list as a result of motor vehicle accidents 
accounted for one of every four new admissions for accidental 
injuries during the year. Each of these new admissions accumu- 
lated an average of 42.2 days on the sick list and a total man- 
power loss of 335,279 sick days. 

These accidents caused 603 deaths during the year, of mem- 
bers of the Navy and Marine Corps. This was the second 
highest death rate due to motor vehicle accidents in recorded 
naval history. Almost three-fourths of the total admissions 
resulted from accidents involving passenger automobiles. The 
statistics reveal that the highest rate occurred among personnel 
under 30 years of age. 


PUBLIC HEALTH SERVICE 


Evaluation of Gamma Globulin.—A nation-wide cooperative 
research effort to evaluate the use of gamma globulin against 
poliomyelitis has been sponsored by the Public Health Service 
in collaboration with the Association of State and Territorial 
Health Officers, the American Physical Therapy Association, 
and the D. T. Watson School of Physiatrics, which is affiliated 
with the University of Pittsburgh School of Medicine. An 
advisory committee comprised of 17 leading poliomyelitis 
authorities planned the investigation and will review its pro- 
gress. The service’s Communicable Disease Center at Atlanta, 
Ga., will coordinate the program. 

Gamma globulin is being made available by the American 
Red Cross from the blood it collects and by the National 
Foundation for Infantile Paralysis from other, purchased stocks. 
The national supply of gamma globulin is being distributed by 
the Public Health Service, under a policy set by the Office 
of Defense Mobilization, to the state health officers, who are 
then responsible for its use in their own areas. 

In Atlanta, a temporary organization, the National Gamma 
Globulin Evaluation Center, has been established within the 
Communicable Disease Center. Dr. Abraham M. Lilienfeld, 
assistant professor of epidemiology in the Johns Hopkins 
School of Hygiene and Public Health and a consultant to the 
Communicable Disease Center, is serving as director of the 
Evaluation Center. The National Gamma Globulin Evaluation 
Center neither distributes nor administers gamma globulin but 
is concerned solely with evaluation of its effects. It will be 
impossible to study all the expected multiple case households 
in all states, but an attempt will be made to survey as large 
a proportion as possible. Each patient in the study will be 
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examined from 50 to 70 days after the beginning of illness 
by a trained physical therapist. These services are being 
arranged by the American Physical Therapy Association, 
aided by a grant from the National Foundation for Infantile 
Paralysis. 


Venereal Disease Course.—The 21st venereal disease post. 
graduate course will be held at Chapel Hill, North Carolina, 
from Sept. 28 through Oct. 2 under the cosponsorship of 
the U. S. Public Health Service and the North Carolina Uni- 
versity Schools of Medicine and of Public Health. For many 
years the courses in venereal disease were held twice annually 
at the U. S. Public Health Service Medical Center, Hot Springs 
National Park, Hot Springs, Ark., until the center was closed 
last June. The postgraduate course in venereal disease jis 
open to all physicians. Applications for enrollment in the 
course starting on Sept. 28 should be sent to Dr. Harold 
Magnuson, director, Venereal Disease Experimental Labora- 
tory, Box 687, Chapel Hill, N. C. 


Laboratory Courses.—Agenda for two training courses, in 
fluoride analysis and the membrane filter in bacteriological 
analysis of water, and a seminar on individual household sew- 
age disposal systems have been announced by the Environ- 
mental Health Center, Public Health Service. The course in 
fluoride analysis, to be given Sept. 17-18, includes discussion 
of the public health aspects of the fluoridation program, choice 
of compound and feeding equipment, and problems in fluoride 
determinations. Laboratory work will show visual and instru- 
mental methods of determining fluoride in the presence of 
common interfering materials. The household sewage disposal 
system seminar, which will be given Sept. 23-25, will cover 
the role of individual household sewage systems in the field 
of sewage disposal, the development of household sewage dis- 
posal systems, and various types of sewage disposal systems. 
The second training course, on the membrane filter in bac- 
teriological analysis of water, will be held Oct. 13-16. In addi- 
tion to discussions of the physical and chemical properties of 
the membrane filter and filtration technique and procedures, 
laboratory work will be given on filtration of samples and in- 
cubation of membranes on enrichment medium. Letters of 
application for these courses should be sent to the Officer in 
Charge, Environmental Health Center, Public Health Service, 
1014 Broadway, Cincinnati 2, Ohio, or to the Public Health 
Service Regional Offices. 


VETERANS ADMINISTRATION 


GI Insurance.—Some 4 million veterans with GI term insur- 
ance in force will no longer have to apply to the Veterans Ad- 
ministration for renewal of the policies for another five year 
term before their old policies expire. The VA will do this 
for them automatically, if their old policies are not lapsed 
at the expiration of the term period. This means the policy 
must be in force at the end of the term period, with the final 
premium having been paid on time. The new procedure went 
into effect July 23, 1953, when the President signed Public Law 
148. The new law covers only those term policies that expire 
on or after July 23, 1953. 


Personal.—Harvey V. Higley became Administrator of Vet- 
erans Affairs on July 22, 1953. He left the position of chair- 
man of the board of the Ansul Chemical Company, Marinette, 
Wis., with which he has been associated since 1919. 
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DENMARK 


Danish BCG Studies.—Ugeskrift for Laeger for June 25, 1953, 
contains 9 original articles and an editorial on BCG. The 
first of these articles is by Dr. Tage V. Hyge whose report 
several years ago of an outbreak of tuberculosis in a Danish 
school for girls between the ages of 12 and 18 has been held 
as a model of research, since even the most particular statis- 
tician could not find fault with the evidence in favor of BCG. 
The girls in this school were classified in three groups: (1) 
tuberculin-negative and not vaccinated with BCG, (2) tubercu- 
lin-negative and vaccinated with BCG, and (3) tuberculin- 
positive from the outset and not vaccinated with BCG. The 
tuberculosis morbidity was many times greater in the first than 
in the second group. The figures for all three groups are 
brought up-to-date by Hyge in the present article. Another 
original article, by Dr. E. Groth-Petersen, describes the in- 
accuracy with which laymen are apt to answer the question: 
“Have you been vaccinated with BCG?” Among 31,000 per- 
sons examined during a mass BCG vaccination campaign, 
the statements could be checked by records at a tuberculosis 
dispensary. It was found that 4.1% of those who said they 
had been vaccinated with BCG had in reality not been so 
vaccinated, while 9.1% who denied previous vaccination had 
in fact been vaccinated with BCG. Groth-Petersen suggests 
that these findings should be borne in mind when doubts 
arise over the efficacy of BCG in persons in whom tuberculosis 
develops after they think they have been vaccinated with BCG. 

Several of the other original articles are concerned with 
complications of BCG vaccination. Evidently subcutaneous 
local abscesses often reflect defective vaccination technique, 
although even well-trained and careful vaccinators occasionally 
find that an intracutaneous injection of BCG is followed by 
a local abscess. During the last 3 years alone some 220,000 
Danish children under school age have been vaccinated with 
BCG; a number three times greater than the total for the 
preceding 15 years. It is, therefore, not surprising, with this 
expansion of the campaign for BCG vaccination, that there 
would be several mishaps that alarm the public. It is pointed 
out in the editorial that, while the deaths from tuberculosis 
in Denmark have fallen to between only 400 and 500 yearly, 
some 2,500 new cases of tuberculosis are still being found 
yearly. There are also some 15,000 tuberculosis patients alive. 
In other words, though the tuberculosis mortality is low, the 
tuberculosis morbidity remains comparatively high, indicating 
the necessity for sustained BCG vaccination of the whole popu- 
lation. 


Hypospadias.—Dr. Hans R. Sgrensen’s study of hypospadias 
was recently published as a doctorate thesis by Ejnar Munks- 
gaard of Copenhagen. Hypospadias is classified in this study 
according to whether it was near the gland, penile-peno- 
scrotal, or perineoscrotal. About three-quarters of the cases 
were in the first category, about one-eighth in the second, 
and about one-eighth in the third. Ninety cases of hypospadias 
were found among 27,613 male infants about 10 days old. 
Testicle retention was more frequent among the hypospadias 
patients than among other boys. The marriage rate of 77 
patients over the age of 20 was the same as that of normal 
controls, and there was no essential difference between the 
two with regard to sex activities provided certain disabilities 
had been removed by operative treatment. A comparison with 
normal controls suggested that the fertility of 47 married 
patients was unimpaired in those with abnormality near the 
gland. This may also have been true for other cases, but for 
the more serious cases fertility was reduced but not extin- 





The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


guished. Sgrensen believes that hypospadias is hereditary. 
Scrutiny of 90 maternity records and data obtained from 34 
mothers failed to indicate fetal infections, malnutrition, somatic 
or psychic trauma, intoxications, or hemorrhages during preg- 
nancy as factors of etiological importance. He finds no reason 
for advocating restrictive marriage measures on the hereditary 
factor in hypospadias or for recommending birth control for 
this reason. 

At a recent meeting of the Danish Surgical Society, Dr. 
P, Fogh-Andersen calculated that every year in Denmark 
there are some 30 new patients with hypospadias requiring 
operation. He gave an account of 34 patients operated on at 
the surgical department C of the Rigshospital in Copenhagen 
according to the Denis-Browne technique. This plastic opera- 
tion on the urethra has been shown on a follow-up examina- 
tion more than a year later to have been eminently success- 
ful and without any tendency to stricture of the urethra. Indeed, 
this technique should henceforth be the standard operation 
for all the forms of hypospadias including the most serious. 
Another speaker on this occasion referred to 70 adult patients, 
47 of whom had married. Their fertility was actually greater 
than that of controls without hypospadias, and, as there was 
no difference in fertility of the patients who had or had not 
been operated on, there is no need to operate on minor cases 
to promote fertility. 


Future of Intended Suicides.—Since October, 1949, cases of 
poisoning by narcotics in Copenhagen have been centralized 
in the psychiatric department of the Bispebjerg Hospital. In 
1951, this hospital dealt with 846 such patients out of a total 
of 1,276 registered for greater Copenhagen. In this year, the 
mortality for these cases in greater Copenhagen was 1.6%, 
whereas for the whole of Denmark it was about 25% in 1945. 
To answer the question, “What is the future of the patients 
recovering in the hospital from poisoning by narcotics?” Dr. 
Harald Hove has undertaken a follow-up study of the first 
500 patients whose attempts to commit suicide were thwarted 
in the Bispebjerg Hospital and whose fate two to three years 
later was investigated. Only six of these patients could not 
be traced. Of the 30 who had died since discharge from hos- 
pital, 6 had died a natural death (tuberculosis, heart disease, 
and other causes). The remaining 24 had been successful in 
committing suicide. Most of the 500 had attempted to commit 
suicide under emotional stress, in association with drunkenness 
in 74. Only 21 of the 500 could be classed as insane, but 
there were as many as 29 who suffered from constitutional 
psychopathia, 9 from “intellectual inferiority,” 48 from chronic 
alcoholism, 11 from narcomania, 12 from epilepsy, and 3 
from organic encephalopathy. In several cases, more than one 
of the above conditions occurred in the same patient. Alto- 
gether about 25% of the 500 were handicapped by conditions 
that hamper adaptation to the requirements of life in a 
modern community. It was in this group that most of the 
cases of recurrent attempts to commit suicide were found. 

Among the 72 patients who were readmitted to the hospital 
for attempted suicide or who were found dead as the result 
of suicide, there were only 2 who attempted to commit suicide 
again within a month of the first attempt. All the successful 
suicides occurred over the observation period of two to three 
years. Among the patients readmitted to the hospital for 
attempted suicide during this observation period, there were 
several who were readmitted several times (three to five times). 
Dr. Hove concludes that probably not more than 20% of 
the 500 patients attempted suicide again during the period 
under review and that the staff of his hospital can be cheered 
by the reflection that most of the patients over whom they 
toil may be expected to recover not only momentarily but for 
a long time to come. Dr. Hove’s findings are published in full 
in Ugeskrift for Laeger for April 23, 1953. 
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LONDON 


Vegetable Juices.—In a recent issue of the Monthly Bulletin 
of the Ministry of Health and the Public Health Laboratory 
Service (12:78 [April] 1953) H. E. Magee published an analysis 
of some of the better known constituents of vegetable juices. 
These are summarized in the following table, in which the 
figures in parentheses represent the content of the vegetable 
(as opposed to the juice): 


Total Sugars 


(as Glucose) Iron, Calcium, Vitamin Bi, 
Grams per Mg. per 100 Mg. per 100 Mz. per 100 
Juice 100 Ml. (Gm.) Ml. (Gm.) Ml. (Gm.) MI. (Gm.) 

Broccoli leaves..... 3.00 (0.4) 0.60 (1.52) 18.70 (160) 15.0 
OCRWESS.. ccccvcces 4.17 (8.3) 1.02 (1.0) 16.90 (65) 75.0 (75) 
iid ondteseniae 7.11 (5.4) 0.30 (0.6) 0.49 (48) 30.0 (60) 
Se ee 2.08 (1.2) 0.43 (0.6) 0.62 (52) 15.0 (30) 
Ds seein alaidel 3.71 1.60 (2.5) 11.60 (200) 15.0 (120) 
a 4.33 0.42 0.40 30.0 
SS 0.44 (8.8) 1.12 (8.0) 6.30 (325) 30.0 (120) 
ES iiiwtes-aseee 1.85 (1.2) 1.02 (4.0) 0.75 (595) Nil (100) 
Das ie<swedes 3.06 (2.8) 0.08 (0.4) 4.05 (13) 15.0 (60) 
Watercres:......... 0.20 (0.6) 2.12 (1.6) 2.90 (222) 30.0 (120) 


In the case of vitamin C, only kale juice was found to have 
any appreciable amount, 46 mg. per 100 ml.; this was probably 
due to the absence of oxidases or that of antioxidases. In- 
vestigations showed that the vitamin C in many vegetable 
juices was quite unstable. The reaction of all the juices ex- 
amined was very close to neutrality, and it was found that they 
practically all had a high buffering capacity. When milk, which 
is well known for its buffering capacity, was used as the 
standard, spinach juice was found to surpass it, while the 
juices of cabbage, kale, and parsley were not far behind. The 
comment is made that “the high buffering capacity of the 
juices suggests that they might be valuable in the treatment 
of hyperchlorhydria.” It is noted that the reaction of the 
fresh juices, and their buffering capacities, would favor bac- 
terial growth at suitable temperatures; “perhaps the most to 
be feared is B. botulinus.” Juices can be preserved in three 
ways: “(1) by ensuring scrupulous cleanliness of the vegetables 
and then keeping the juice at refrigerator temperature from 
the time of expression until consumption, (2) by pressure 
sterilization, and (3) by lowering the pH to 4.2 or less, followed 
by low temperature pasteurisation.” Attention is also drawn 
to the significant amounts of minerals in vegetable juices and 
to recent work indicating that some green vegetables, and their 
juices, contain appreciable amounts of some of the essential 
amino acids. 

On the relative merits of juices as compared with whole 
vegetables, the view is expressed that “for the healthy person 
then, vegetable juices can hardly be regarded as a substitute 
for whole vegetables and their place in the normal diet would 
seem to be merely as an appetiser or cocktail.” On their 
therapeutic value the position is summed up as follows: 
“Claims are made that various juices in amounts up to 500 ml. 
daily are beneficial in hyper-tension, certain types of cardio- 
vascular and kidney disease and in obesity, but it is not clear 
to what extent other elements in the therapy employed, e. g., 
low calorie diets and low sodium chloride, were contributory 
factors. Good effects have also been ascribed to the juices in 
rheumatic, degenerative and toxic states, and they are prob- 
ably attributable to their all-around protective action. The 
evidence indicates that good results are to be expected from 
large amounts of juices (up to 1 litre daily) in the treatment 
of peptic ulceration. But they have also given good results in 
the treatment of diarrhoea, colitis and toxaemia of gastro- 
intestinal origin.” 


Antibiotic Production in the United Kingdom.—It has just 
been reported that the output of penicillin in this country in 
April constituted an all-time record: the average weekly output 
was 2,136,600 megaunits. This compares with 1,296,000 mega- 
units in 1952 and 723,700 megaunits in 1951. For the first 
four months of the year exports of penicillin salts and prepara- 
tions amounted to 17,500,000 megaunits, compared with just 
over 12 million megaunits in the same period last year. In 
February, 1953, the price was further cut by 3s.9d. to 21s.3d. 
per 5 megaunits. In reporting these figures, the Financial 
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Times also announces an interesting development in the anti. 
biotic field, whereby a British company “has made an arrange. 
ment with an American company to make the crude broth 
from which aureomycin is extracted,” and it is expected that 
a substantial output will be reached by September. According 
to the same course, “this will make the United Kingdom 
independent of the imported crude which is now coming from 
the United States. . . . The implications . . . are many. jt 
could mean that aureomycin will be available to doctors on 
the same basis as penicillin when it becomes wholly made in 
England. At present these drugs [i. e., aureomycin and OXy- 
tetracycline] can only be used by hospitals and doctors in 
special cases.” 


Ambulance Service Costs.—Figures just issued for the year 
ended March 31, 1952, show that the Ambulance Service cost 
the country £8,608,828 during this year. An analysis of this 
figure shows that 56.4% was spent on the operational staff, 
20.3% on the fueling and maintenance of vehicles, 6% on 
provision of vehicles, 2.8% on maintenance of such things as 
buildings and furniture, 1.2% on provision of land and build- 
ings, and 13.3% on other expenditures, including administra- 
tive expenses. During the year the service conveyed 11 million 
patients, and the mileage covered was 92 million miles. This 
compares with 9 million patients and 89 million miles in the 
previous year. The average cost per patient fell from 15s.6d. 
to 15s.2d., and the average number of miles run per patient 
fell from 9 to 8.3. The number of ambulances and cars in use 
was 4,411. In addition a large number of private cars were 
available on a voluntary basis through the Hospital Car 
Service, and 15,000 patients traveled by rail under arrange- 
ments made by local health authorities. 


The Nation’s Drug Bill.—The serious view that the govern- 
ment takes of the rising drug bill is well demonstrated by the 
fact that Mr. Lan Macleod, the Minister of Health, attended 
in person the Annual Conference of Local Committees of the 
British Medical Association in order to appeal for the support 
of the medical profession in his efforts to reduce this unruly 
item without disciplinary action. He described the rising cost 
of the drug bill as one of the gravest and most urgent problems 
that confronted the National Health Service. He said that the 
exchequer could not go on paying an annual bill of some- 
thing like 40 million pounds for drugs prescribed by general 
practitioners (when the whole range of dressings and appliances 
prescribed is considered, the figure is nearer 60 million pounds) 
unless the drugs were all essential for the proper treatment of 
patients. 

He advanced two major reasons for the increase in the 
drug bill from £31,500,000 in 1949-1950 to an estimated figure 
of £46,500,000 in 1953-1954: (1) an increase in the total 
number of prescriptions dispensed, over 200 million a year 
(the latest figures just announced are those for August, 1952: 
12,953,542 at a total cost of £2,709,428, or an average of 
50.2d. per prescription), and (2) an increase in the average cost 
of prescriptions from 2s.9d. in 1948-1949 to an estimated 
4s.3d. in 1953-1954, due to (a) the introduction of new valu- 
able but expensive drugs, (b) the rise in the ingredient prices 
until this year, though some drugs, e. g., some of the anti- 
biotics, were considerably cheaper, and (c) the prescribing of 
an increased proportion of proprietary preparations (in 1952, 
proprietaries represented 26% of the total number of pre- 
scriptions, 52% of their total ingredient cost, and 44.5% of 
their total cost). 

He quoted a few examples of how widespread prescribing 
of proprietary, as opposed to official (or standard), prepara- 
tions was pushing up the drug bill. One was a proprietary 
reducing preparation, which, if prescribed by its standard 
name, would have produced a savings of about £242,000 in 
1951. The second included proprietary tablets containing 
aspirin, acetophenetidin, and codeine, which cost 6s.3%2d. for 
50, compared with 2s.11d. for 50 of the comparable standard 
preparations. The third was proprietary asthma inhalants, which 
might cost four to six times as much as a standard inhalant, 
with no evidence that there was anything to choose between 
proprietary and standard preparations from the point of view 
of therapeutic efficacy. It has been estimated that a sum of 
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around £50,000 could be saved if comparable standard prepara- 
tions were used instead of proprietary preparations in the 
treatment of peptic ulcer and heart disease. 

The minister then proceeded to indicate that practical ways 
in which practitioners could assist him in reducing this ex- 
penditure on drugs. 1. They could make more careful use of 
“National Formulary” preparations by referring to the two 
tables of proprietary preparations in the “Formulary” (those 
for which an identical preparation is available in the “Formu- 
lary” and those for which there is a “Formulary” preparation 
substantially the same or reputed to have an analogous 
therapeutic effect) and always prescribe a “Formulary” prepara- 
tion unless there was a special reason to do otherwise. In- 
cidentally, the Minister pointed out, the “Formulary” prepara- 
tions were recommended by experts of the medical and 
pharmaceutical professions (quite independently of the Minis- 
try of Health), and there was no reason to regard them as 
inferior simply because they were cheaper. 2. Practitioners 
could satisfy themselves before prescribing a proprietary 
preparation not included in the two “Formulary” lists that 
there were adequate grounds for accepting its therapeutic 
value in treating the particular condition for which it was 
prescribed. 3. Practitioners could resist pressure from patients 
to prescribe particular preparations that had been recom- 
mended or that they had read about in technical or semi- 
technical journals. 4. Practitioners could also refrain from 
prescribing unreasonably large quantities of a drug or dressing. 

The steps being taken by the Ministry included the issuing 
of a price list of “Formulary” preparations and proprietary 
preparations listed in the “Formulary” or occupying a high 
place on the basis of frequency of prescribing. Physicians 
would thus be made fully aware of the cost of what they 
were prescribing. In addition, there would shortly be published 
the Cohen committee’s classification of proprietary prepara- 
tions. This would enable physicians to be told the names of 
preparations in the two “doubtful” categories covering drugs 
that were not of proved therapeutic value and might not be 
prescribed. Simultaneously the Ministry was proceeding, in 
consultation with the manufacturers, to investigate the pro- 
duction costs of selected proprietary preparations in the cate- 
gories that the Cohen committee considered prescribable 
subject to satisfactory price arrangements. 

While the problem may be a relatively simple one from the 
point of view of the Minister of Health, the implications, if 
he succeeds in his economy drive, are far from simple. One 
of the most serious implications is the effect on the research 
budgets of the leading pharmaceutical houses. The Minister 
has consistently paid tribute to the considerable amount of 
research done by these companies, but he has tended to take 
the line that his major interest is the drug bill and that re- 
search and, incidentally, export sales are not his responsibility. 
That the pharmaceutical companies are becoming worried 
about the future of their research departments is well brought 
out in the recently published annual report of the chairman 
of the company owing the largest chain of retail pharmacies 
in the United Kingdom. According to the Pharmaceutical 
Journal, this chairman “declares that unless British firms are 
allowed to recover the cost of research in the products they 
sell, they cannot continue to spend money on research. This 
could only mean that more and more specialties would have 
to be brought from abroad, principally the United States and 
Germany, where immensely more money is spent on research 
than in this country. . . . If the Minister’s plans result in the 
Service becoming unremunerative to the pharmacist on the 
present terms then the dispensing fee must be raised to keep 
him on an even financial keel.” 


Toxicity of Phenylbutazone.—The toll of phenylbutazone 
toxicity mounts steadily, and within a fortnight the Lancet and 
British Medical Journal have published four reports on the 
subject. In a series of 109 patients suffering from various 
rheumatic conditions, J. R. Nassim and T. Pilkington (Brit. 
M. J. 1:1310 [June 13] 1953) report that 46 persons suffered 
from toxic reactions severe enough to necessitate stopping the 
therapy of a daily dose of phenylbutazone from 0.2 to 1.2 
gm. (average, 0.6 gm.). The reactions included severe anorexia 
and upper abdominal pain, dryness of the mouth and throat 
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leading to ulceration, punctate erythematous rashes, cervical 
glandular enlargement, vertigo, and granulopenia. There were 
no fatalities. According to J. C. Leonard (Brit. M. J. 1:1311 
[June 13] 1953) 356 toxic effects, occurring in 1,526 patients 
treated with phenylbutazone, have been recorded in the 
literature, showing an incidence of 22%. He reports two new 
cases: a fatal one of aplastic anemia and a case of agranulo- 
cytosis. In the Lancet (1:1227 [June 20] 1953) Derek Freeland 
and co-workers record an incidence of 67 reactions in a series 
of 164 patients (40%) on a daily dose of 200 mg. or less. In 
half the cases the toxic effects wore off although the therapy 
was continued. There were no fatalities. Another fatality is 
reported by Nancy V. Dilling (Lancet 1:1230 [June 20] 1953) 
following the development of a complete agranulocytosis in a 
53-year-old woman who had been treated for a relatively short 
period on a daily dose of 600 to 400 mg. 


PARIS 


Detection of Tuberculin Allergy.—This technique for detec- 
tion of tuberculin allergy is essentially a simplification by 
Drs. Besson, Dassonville, and Giraud of the “Finnish” process. 
They reported to the National Academy of Medicine the 
results of their studies of 4,000 intradermal reactions. The 
following technique was employed: Sterile individual short 
bevel needles 15 to 20 mm. long were used for intradermal 
injection. A 1 cc. vial of tuberculin from the Pasteur Insti- 
tute is used. The skin of the left acromioclavicular region 
was cleansed with alcohol; the needle, held by the right thumb 
and forefinger, was dipped in the small vial of tuberculin and 
with the skin held tight between the left thumb and fore- 
finger, a tiny droplet of tuberculin was deposited on it by a 
left to right wiping up motion. Then, by an inverse move- 
ment, the needle was pushed almost tangentially to the skin, 
only the bevel penetrating the dermis through the deposited 
droplet of tuberculin. The amount of tuberculin injected is 
about 0.25 mg. The authors stress that it is necessary to 
always use needles of the same bore and length of bevel. 
The results are read on the seventh day. Positive reactions 
are evidenced by erythematous papules from 2 to 10 mm. 
in diameter. Occasionally more intense reactions are noted. 
The reading of the reaction by sight and palpation is com- 
parable to that of the Mantoux reaction. The authors used 
this method for the detection of allergy in 1,500 children 
before and after vaccination with BCG. They observed 95% 
of vaccinated children have positive reactions two months 
after vaccination by scarification. 


Prophylaxis of Poliomyelitis—A team of scientists of the 
Casablanca (Morocco) Pasteur Institute have reported on 
their research on the poliomyelitis virus in the rabbit. They 
announced their results to the National Academy of Medicine 
and, according to them, this rabbit virus is innocuous to man. 
When taken orally by man, it caused no accidents and was 
present in the stools for 100 days. After several experiments 
on the possible effect of this virus on humans, oral vaccina- 
tion was undertaken in the beginning of 1953 on 5,699 chil- 
dren in two quarters of Casablanca where cases of polio- 
myelitis had been reported. 


Determination of Heparin Blood Levels.—Protamine sulfate 
neutralizes the antithrombin activity of heparin. Starting from 
this fact, J. L. Baumont evolved a new method for determin- 
ing the heparin contents of blood and other body fluids. The 
rapidity of blood coagulation depends solely on the thrombin, 
fibrinogen, and antithrombin content. The only antithrombin 
activity of heparin is neutralized by protamine sulfate. The 
new method of thrombin determination consists of measur- 
ing the amount of thrombin by which an increased prothrom- 
bin time is brought back to a stable level. The new technique 
detects as little as 0.005 parts per thousand of heparin in the 
plasma. The author reported on this technique at the meet- 
ing on March 19 of the French Society for Hematology. He 
stressed that it offers the advantages of being more sensitive 
and of yielding fewer errors than other methods. 
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CORRESPONDENCE 


ARACHNIDISM 


To the Editor:—In THE JourNaL (152:609 [June 13] 1953) 
Maretic reports a case of arachnidism treated, after 24 hours 
of symptoms, by a single dose of 80 mg. of cortisone, with 
apparent cure. While cortisone is helpful in some cases of 
arachnidism, it fails in others, and in my experience it cannot 
be recommended for the routine treatment of these cases. In 
a series of 35 cases in which I had the opportunity to try 
various treatments, I feel that specific antivenin is the only 
adequate form of treatment. Although this product has not 
been available lately, its production is now being resumed. 
In my cases not treated by antivenin, the duration of symptoms 
lasted from 12 to 211 hours. It is this natural variation in 
the duration of symptoms that accounts for the apparent suc- 
cess of various treatments published in isolated case reports, 
rather than the effectiveness of the recommended medication. 
One case illustrates the failure of cortisone and corticotropin 
in arachnidism. A 16-year-old white boy was bitten on the 
finger by a black widow spider on the afternoon of Aug. 14, 
1952. He was hospitalized at 9 p. m. that night and dis- 
charged apparently well the morning of Aug. 17. While in 
the hospital, his treatment consisted of the administration of 
50 units of corticotropin (ACTH), 250 mg. of cortisone, 200 
mg. of meperidine (Demerol) hydrochloride, and two ampuls 
of calcium gluconate. These medications were given according 
to the recurrence of pain. After his discharge from the hospital 
and 16 hours after the last dose of cortisone was given, there 
was an exacerbation of acute symptoms. The boy was given 
one ampul of antivenin, and relief was permanent. 


LEon J. TAUBENHAUS, M.D. 
Shallotte, N. C. 


LEPROSY 

To the Editor:—The article “Alopecia Leprotica: Its Relation- 
ship to Transmission of Leprosy,” which appeared in THE 
JouRNAL, June 13, 1953, page 573, elicits some comments. 
During my 19 years in China, I was particularly interested in 
the study of leprosy. I had ample opportunity to investigate 
several aspects of the problem in the course of my visits to 
leprosaria throughout the Far East, in my clinic work at the 
National College of Medicine, and in my work as clinical chief 
of the National Leprosarium in Shanghai. I have never seen 
alopecia of the scalp in neural leprosy in the Chinese, although 
it is not infrequent among the Japanese. This racial factor of 
the clinical manifestation of leprosy is striking; for example, 
neural abscesses occur only among Hindus, lazarine leprosy 
is observed only in Cuba, and spotted leprosy of Lucio has 
been described only in Mexico. On the other hand, alopecia 
of the scalp and of the eyebrows in lepromatous leprosy 
occurs not only in China but in other parts of the world 
where leprosy is endemic and where shaving a child’s scalp 
is not practiced. One of the leading leprologists, Robert 
Cochrane (“Practical Textbook of Leprosy,” New York, 
Oxford University Press, 1947, p. 60), makes the following 
statement: “While some authorities state that the scalp is not 
affected in leprosy, in certain races, particularly the Mongolian 
and European, a leprous alopecia is sometimes seen.” Alopecia 
in lepromatous leprosy is due to the lepromatous infiltration 
of the hair follicles and the hair papillae that leads to either 
atrophy or destruction of the latter or both. In such instances, 
leprosy bacilli can be found without difficulty, but they cannot 
be found in cases of hair loss of the eyebrows or the scalp 
resulting from neurotrophic disturbances (neural leprosy). The 
extent and severity of the alopecia in lepromatous leprosy 
depends largely on the degree of the lepromatous infiltration. 
This has been demonstrated by numerous investigators. On the 


other hand, up to the present time, exact clinical data and 
experimental evidence are unavailable in the literature dealing 
with the mode of the progress of the disease. It seems un- 
convincing, therefore, to state that the involvement of the 
scalp is related to “the habit of shaving the scalp of newborn 
infants.” Also, alopecia of the scalp does not necessarily 
develop at the site of the assumed primary focus but can and 
does develop in persons in whom the infection entered any 
skin area other than the scalp. It is speculative to make state- 
ments regarding the development and the method of progress 
of leprosy on the basis of the clinical material presented. The 
“histological verification” of the clinical lesions as lepromatous 
does not conform with the usual concept of lepromatous tissue 
changes. A microscopic picture showing “marked lymphocytic 
infiltration, persistent involvement of the sweat glands, and 
the presence of varying numbers of macrophages” is insufficient 
to label a section lepromatous, despite the presence of acid-fast 
bacilli. 

The relative immunity of adults is well known. The author's 
terse statement, however, “that most reported cases are open 
to question,” without indicating a valid reason, must be chal- 
lenged. While early childhood is the most susceptible period, 
I have observed adults, mostly missionaries, who contracted 
the disease in China or the Philippine Islands, yet, none of 
these patients lived in an area in which leprosy was endemic 
during their childhood. 

FREDERICK REIss, M.D. 
870 Fifth Ave. 
New York 21. 


MEDICAL ASSOCIATION OF THE 
ISTHMIAN CANAL ZONE 


To the Editor:—The Medical Association of the Isthmian 
Canal Zone is unique in that, while there are a certain number 
of permanent members who reside in the Canal Zone or the 
Republic of Panama, a large percentage of the membership is 
made up of service officers and others who spend a few years 
in the Zone and then proceed to posts in the United States 
or abroad. The 558th meeting of the Medical Association of 
the Isthmian Canal Zone was held recently at the Palo Seco 
Leper Colony, Canal Zone. The meeting took the form of a 
“Symposium on Leprosy” arranged by the scientific committee 
under the chairmanship of Dr. Jack Strumpf. A school bus 
was secured by Lieutenant Colonel Beaudry of Gorgas Hospital 
to supplement private cars in conveying the large group of 
physicians to the leprosarium. Both the junior and senior 
physicians were eager to avail themselves of this special oppor- 
tunity that they may never have again after leaving the Zone. 
We made a tour through the beautiful grounds on the shore 
of the Pacific and through the buildings and patients’ quarters, 
before supper was served. Then came a short business meeting 
and the symposium. Dr. Ezra Hurwitz, superintendent of the 
leprosarium, was the moderator. Having a little over 120 
patients, Dr. Hurwitz was able to choose interesting cases of 
leprosy of all types and stages. Following his talk and a 
demonstration of cases, a panei of physicians from the Army, 
Gorgas Hospital, and the Health Director’s Office continued 
the discussion from the viewpoint of the various specialties. 
Those on the panel were Col. Francis E. Council, Col. Ear! 
C. Lowry, Col. Louis S. Leland, Col. M. C. Davenport, and 
Lieut. Col. Edward J. Dehne and Drs. Amade V. Mastellari, 
Benjamin Boyd, and Walter G. Nelson, medical director, UV. S. 
P. H. S. 
WALTER G. NELson, M.D. 
Chairman, Publicity and 
Public Relations Committee 
Balboa Heights, Canal Zone 
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MEDICOLEGAL ABSTRACTS 


Evidence: Admissibility of Results of Truth Serum Tests.— 
The defendant was convicted of murder and from such con- 
viction appealed to the Supreme Court of New Mexico. 

At the trial the defendant, after having made conflicting 
statements, Offered to prove by narcoanalysis that his testi- 
mony that he did not kill the deceased was the true story. 
The evidence of a psychiatrist was taken, in the absence of a 
jury, to show that, when thiopental (Pentothal) sodium was 
administered to anyone in the proper amount and by one 
skilled in the work, the truth could be obtained from the 
person to whom the drug had been administered and that 
such was a fact generally recognized in medical circles. An- 
other psychiatrist was called as a witness to refute this testi- 
mony, however, and he did so in a manner that was convincing 
to the trial judge. The testimony offered by the defendant 
was, therefore, rejected by the trial court on the ground that 
such tests were not reliable or generally approved and accepted 
by members of the medical profession specializing in psy- 
chiatry. Among other assignments of error, the defendant 
contended that the trial judge should have permitted the 
psychiatrist to testify that he gave sodium Pentothal to the 
defendant and then questioned him on many points, and as a 
result of this examination it became very clear that the de- 
fendant did not kill the deceased, that the confessions he 
made were false, and that he told a true and accurate story 
of his connection with the case that was identical in all re- 
spects to the story he told on the witness stand. 

The defendant frankly states that no court, so far as he 
knows, has held such testimony admissible, but he says it is 
time some court did so. He quoted from Herzog’s “Medical 
Jurisprudence,” § 472, on the results obtained by scopolamine 
as a crime detector in which imstances are given of the truth 
having been obtained; the article supports its use. It admits, 
however, that wrong answers may be obtained if insufficient 
amounts of the drug are administered and that wrong answers 
may be obtained if the subject has either not yet reached 
the examination stage or has passed out of it. 

On the other hand, the state produced an article entitled 
“The Judicial Use of Psychonarcosis in France” printed in 
the Journal of Criminal Law and Criminology (40:370), from 
which we quote: 

“Professor Delay and the majority of Psychiatrists assert 
that psychonarcosis is not able to check the determined will 
of concealing a precise point, while Dr. Scharlin, chief of 
the Neuropsychiatric decartment of the Regional Hospital 
Department of Bescancon, gives the following results of about 
a hundred experiments which have been undertaken under 
conditions similar to these which are met with in judicial 
matters. In 12% cases the results prove completely satisfac- 
tory; for instance, a miner subjected to narcosis said the 
following: ‘It’s queer your stuff; makes one talk all right, 
the murderers need to be mightly careful with you.’ In 30% 
cases the examination is only able to obtain precisions on 
secondary details, as the will controls the important answers; 
finally, in about 60% cases, the results are completely nega- 
tive.” 

The article further states: “In France, psychonarcosis has 
never been used for obtaining a suspect’s confession, except 
in a few experiments which have no judicial value.” 

The American Journal of Psychiatry (107:586-593 [Feb.] 
1951) has am article by Frederich C. Redlich, M.D., pro- 
fessor of psychiatry, Yale University School of Medicine, 
Leonard J. Ravitz Jr., M.D., and George H. Session, LL.D., 
Lines Professor of Law, Yale Law School, on experiments made 
on nine persons who received amobarbital (Amytal) sodium 
intravenously and were questioned while under its influence. 
Each of the subjects had a true and a cover story. We quote 
irom page 589 of the article: 
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“It is of interest that the 3 subjects diagnosed as normal 
(i. ¢., persons who perform adequately in their various func- 
tions, have good defenses and no highly pathological char- 
acteristics) maintained their cover stories. Of the 6 subjects 
diagnosed as neurotic, 2 promptly revealed the true story; 2 
made partial admissions, consisting of a complex pattern of 
fantasy and truth; one admitted what most likely was a fantasy 
as truth; and the one obsessive-compulsive individual main- 
tained his cover story except for one parapraxia, (faulty or 
blundering action). We were particularly struck by the fact 
that G. U. and S. S., who confessed readily, had strong un- 
conscious guilt feelings. 

“The fantasies under sodium amytal can be understood only 
in the light of intimate knowledge of the subjects’ uncon- 
scious processes. Such fantasies produced during the sodium 
amytal interview at times had the character of a confession 
as in the case of K. D., who confessed to beating the plumber, 
while in reality probably only the subject was beaten. Such 
fantasies are similar to dreams and daydreams; at times they 
have a highly symbolic character as in C. Y. when she spoke 
of the disgusting beard of a sexualized father figure, while 
this particular person in reality had no beard. .. .” 

The Supreme Court of Missouri in State v. Hudson, Mo. 
Sup., 1926, 289 S.W. 920, refused the offered testimony of 
a physician that he had administered truth serum to a de- 
fendant and the answers made to questions asked while under 
the influence of the drug. The court, in an interesting opinion, 
rejected the claim of error on account of the refusal to admit 
such testimony, classifying it as a self-serving declaration and 
unworthy of consideration in the present state of human 
knowledge. 

We agree that the courts should keep step with scientific 
developments but believe the statements in State v. Bohner, 
210 Wis. 651, 246 N.W. 314, 317, 86 A.L.R. 611, are appli- 
cable to this case and reflect our present views. We quote: 

“It seems to us that this statement offers little comfort 
to one who contends that this device is past the experimental 
stage. While it may have some utility at present, and may 
ultimately be of great value in the administration of justice, 
it must not be overlooked that a too hasty acceptance of it 
during this stage of its development may bring complications 
and abuses that will over-balance whatever utility it may be 
assumed to have. The present necessity for elaborate expo- 
sition of its theory and demonstration of its practical working, 
in order to convince the jury of its probative tendencies, to- 
gether with the possibility of attacks upon the soundness of 
its underlying theory and its practical usefulness, may easily 
result in a trial of the lie detector rather than the issues in 
the cause. If the defendant in a criminal case is to be per- 
mitted to have tests taken outside of court and then produce 
expert testimony as to the results of the tests when these are 
favorable to him, without the necessity of taking the stand 
or submitting to tests by the prosecution, the way would seem 
to be open to abuses that would not promote the cause of 
justice. It is our conclusion that the refusal of the trial court 
to admit this testimony was not error.” 

Statements made by a defendant while under the influence 
of thiopental were held inadmissible as self-serving and hear- 
say by the District Court of Appeals of California in People 
v. McNichol, 100 Cal. App. 2d 554, 224 P. 2d 21. 

We conclude that the trial court did not err in refusing 
to admit the testimony of Dr. Gore by which it was sought 
to show the questions asked the defendant and answers made 
by him while he was under the influence of the drug. 

Until the use of the drug as a means of procuring the 
truth from persons under its influence is accorded general 
scientific recognition, concluded the Supreme Court of New 
Mexico, we are unwilling to enlarge the already immense field 
in which medical experts, apparently equally qualified, express 
such diametrically opposite views on the same facts and con- 
ditions, to the despair of the court reporter and the bewilder- 
ment of the fact finder. 

Other contentions of the defendant were also overruled and 
the judgment of conviction was, therefore, affirmed. State v. 
Lindemuth, 243 P. (2d) 325 (New Mexico, 1952). 
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ARACHNIDISM 


To the Editor:—In THE JourNaAL (152:609 [June 13] 1953) 
Maretic reports a case of arachnidism treated, after 24 hours 
of symptoms, by a single dose of 80 mg. of cortisone, with 
apparent cure. While cortisone is helpful in some cases of 
arachnidism, it fails in others, and in my experience it cannot 
be recommended for the routine treatment of these cases. In 
a series of 35 cases in which I had the opportunity to try 
various treatments, I feel that specific antivenin is the only 
adequate form of treatment. Although this product has not 
been available lately, its production is now being resumed. 
In my cases not treated by antivenin, the duration of symptoms 
lasted from 12 to 211 hours. It is this natural variation in 
the duration of symptoms that accounts for the apparent suc- 
cess of various treatments published in isolated case reports, 
rather than the effectiveness of the recommended medication. 
One case illustrates the failure of cortisone and corticotropin 
in arachnidism. A 16-year-old white boy was bitten on the 
finger by a black widow spider on the afternoon of Aug. 14, 
1952. He was hospitalized at 9 p. m. that night and dis- 
charged apparently well the morning of Aug. 17. While in 
the hospital, his treatment consisted of the administration of 
50 units of corticotropin (ACTH), 250 mg. of cortisone, 200 
mg. of meperidine (Demerol) hydrochloride, and two ampuls 
of calcium gluconate. These medications were given according 
to the recurrence of pain. After his discharge from the hospital 
and 16 hours after the last dose of cortisone was given, there 
was an exacerbation of acute symptoms. The boy was given 
one ampul of antivenin, and relief was permanent. 


LEON J. TAUBENHAUS, M.D. 
Shallotte, N. C. 


LEPROSY 


To the Editor:—The article “Alopecia Leprotica: Its Relation- 
ship to Transmission of Leprosy,” which appeared in THE 
JouRNAL, June 13, 1953, page 573, elicits some comments. 
During my 19 years in China, I was particularly interested in 
the study of leprosy. I had ample opportunity to investigate 
several aspects of the problem in the course of my visits to 
leprosaria throughout the Far East, in my clinic work at the 
National College of Medicine, and in my work as clinical chief 
of the National Leprosarium in Shanghai. I have never seen 
alopecia of the scalp in neural leprosy in the Chinese, although 
it is not infrequent among the Japanese. This racial factor of 
the clinical manifestation of leprosy is striking; for example, 
neural abscesses occur only among Hindus, lazarine leprosy 
is observed only in Cuba, and spotted leprosy of Lucio has 
been described only in Mexico. On the other hand, alopecia 
of the scalp and of the eyebrows in lepromatous leprosy 
occurs not only in China but in other parts of the world 
where leprosy is endemic and where shaving a child’s scalp 
is not practiced. One of the leading leprologists, Robert 
Cochrane (“Practical Textbook of Leprosy,” New York, 
Oxford University Press, 1947, p. 60), makes the following 
statement: “While some authorities state that the scalp is not 
affected in leprosy, in certain races, particularly the Mongolian 
and European, a leprous alopecia is sometimes seen.” Alopecia 
in lepromatous leprosy is due to the lepromatous infiltration 
of the hair follicles and the hair papillae thai leads to either 
atrophy or destruction of the latter or both. In such instances, 
leprosy bacilli can be found without difficulty, but they cannot 
be found in cases of hair loss of the eyebrows or the scalp 
resulting from neurotrophic disturbances (neural leprosy). The 
extent and severity of the alopecia in lepromatous leprosy 
depends largely on the degree of the lepromatous infiltration. 
This has been demonstrated by numerous investigators. On the 


other hand, up to the present time, exact clinical data and 
experimental evidence are unavailable in the literature dealing 
with the mode of the progress of the disease. It seems un. 
convincing, therefore, to state that the involvement of the 
scalp is related to “the habit of shaving the scalp of newho, . 
infants.” Also, alopecia of the scalp does not necessarily 
develop at the site of the assumed primary focus but can anj 
does develop in persons in whom the infection entered any 
skin area other than the scalp. It is speculative to make g 
ments regarding the development and the method of bond 
of leprosy on the basis of the clinical material presented, The 
“histological verification” of the clinical lesions as lepromatous 
does not conform with the usual concept of lepromatous tissye 
changes. A microscopic picture showing “marked lymphocytic 
infiltration, persistent involvement of the sweat glands, ang 
the presence of varying numbers of macrophages” is insufficien: 
to label a section lepromatous, despite the presence of acid-fas; 
bacilli. 

The relative immunity of adults is well known. The author’ 
terse statement, however, “that most reported cases are Open 
to question,” without indicating a valid reason, must be chal- 
lenged. While early childhood is the most susceptible period, 
I have observed adults, mostly missionaries, who contracted 
the disease in China or the Philippine Islands, yet, none of 
these patients lived in an area in which leprosy was endemic 
during their childhood. 

FREDERICK Reiss, M.D, 
870 Fifth ‘Ave. 
New York 21. 


MEDICAL ASSOCIATION OF THE 
ISTHMIAN CANAL ZONE 


To the Editor:—The Medical Association of the Isthmian 
Canal Zone is unique in that, while there are a certain number 
of permanent members who reside in the Canal Zone or the 
Republic of Panama, a large percentage of the membership is 
made up of service officers and others who spend a few years 
in the Zone and then proceed to posts in the United States 
or abroad. The 558th meeting of the Medical Association of 
the Isthmian Canal Zone was held recently at the Palo Seco 
Leper Colony, Canal Zone. The meeting took the form of a 
“Symposium on Leprosy” arranged by the scientific committee 
under the chairmanship of Dr. Jack Strumpf. A school bus 
was secured by Lieutenant Colonel Beaudry of Gorgas Hospital 
to supplement private cars in conveying the large group of 
physicians to the leprosarium. Both the junior and senior 
physicians were eager to avail themselves of this special oppor- 
tunity that they may never have again after leaving the Zone. 
We made a tour through the beautiful grounds on the shore 
of the Pacific and through the buildings and patients’ quarters, 
before supper was served. Then came a short business meeting 
and the symposium. Dr. Ezra Hurwitz, superintendent of the 
leprosarium, was the moderator. Having a little over 120 
patients, Dr. Hurwitz was able to choose interesting cases of 
leprosy of all types and stages. Following his talk and 4 
demonstration of cases, a panel of physicians from the Army, 
Gorgas Hospital, and the Health Director’s Office continued 
the discussion from the viewpoint of the various specialties. 
Those on the panel were Col. Francis E. Council, Col. Ear! 
C. Lowry, Col. Louis S. Leland, Col. M. C. Davenport, and 
Lieut. Col. Edward J. Dehne and Drs. Amade V. Mastellati, 
Benjamin Boyd, and Walter G. Nelson, medical director, U. S. 
P. H. S. 
WALTER G. NELSON, M.D. 
Chairman, Publicity and 
Public Relations Committee 
Balboa Heights, Canal Zone 
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yEDICO! EGAL ABSTRACTS 


Evidence: Admissibility of Results of Truth Serum Tests. 
The defendant was convicted of murder and from such con- 
yction appealed to the Supreme Court of New Mexico. 

“at the trial the defendant, after having made conflicting 
aatements, Offered to prove by narcoanalysis that his testi- 
ane that he did not kill the deceased was the true story. 
The evidence of a psychiatrist was taken, in the absence of a 
wry, to show that, when thiopental (Pentothal) sodium was 
administered to anyone in the proper amount and by one 
illed in the work, the truth could be obtained from the 
serson to whom the drug had been administered and that 
wich was a fact generally recognized in medical circles. An- 
other psychiatrist was called as a witness to refute this testi- 
mony, however, and he did so in a manner that was convincing 
« the trial judge. The testimony offered by the defendant 
was, therefore, rejected by the trial court on the ground that 
such tests were not reliable or generally approved and accepted 
by members of the medical profession specializing in psy- 
chiatry. Among other assignments of error, the defendant 
contended that the trial judge should have permitted the 
psychiatrist to testify that he gave sodium Pentothal to the 
defendant and then questioned him on many points, and as a 
result of this examination it became very clear that the de- 
fendant did not kill the deceased, that the confessions he 
made were false, and that he told a true and accurate story 
of his connection with the case that was identical in all re- 
spects to the story he told on the witness stand. 

The defendant frankly states that no court, so far as he 
knows, has held such testimony admissible, but he says it is 
time some court did so. He quoted from Herzog’s “Medical 
Jurisprudence,” § 472, on the results obtained by scopolamine 
as a crime detector in which instances are given of the truth 
having been obtained; the article supports its use. It admits, 
however, that wrong answers may be obtained if insufficient 
amounts of the drug are administered and that wrong answers 
may be obtained if the subject has either not yet reached 
the examination stage or has passed out of it. 

On the other hand, the state produced an article entitled 
‘The Judicial Use of Psychonarcosis in France” printed in 
the Journal of Criminal Law and Criminology (40:370), from 
which we quote: 

“Professor Delay and the majority of Psychiatrists assert 
that psychonarcosis is not able to check the determined will 
of concealing a precise point, while Dr. Scharlin, chief of 
the Neuropsychiatric decartment of the Regional Hospital 
Department of Bescancon, gives the following results of about 
a hundred experiments which have been undertaken under 
conditions similar to these which are met with in judicial 
matters. In 12% cases the results prove completely satisfac- 
tory; for instance, a miner subjected to narcosis said the 
following: ‘It’s queer your stuff; makes one talk all right, 
the murderers need to be mightly careful with you.’ In 30% 
cases the examination is only able to obtain precisions on 
secondary details, as the will controls the important answers; 
finally, in about 60% cases, the results are completely nega- 
tive.” 

The article further states: “In France, psychonarcosis has 
never been used for obtaining a suspect’s confession, except 
in a few experiments which have no judicial value.” 

The American Journal of Psychiatry (107:586-593 [Feb.] 
1951) has an article by Frederich C. Redlich, M.D., pro- 
fessor of psychiatry, Yale University School of Medicine, 
Leonard J. Ravitz Jr., M.D., and George H. Session, LL.D., 
Lines Professor of Law, Yale Law School, on experiments made 
on nine persons who received amobarbital (Amytal) sodium 
intravenously and were questioned while under its influence. 
Each of the subjects had a true and a cover story. We quote 
Irom page 589 of the article: 
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“It is of interest that the 3 subjects diagnosed as normal 
(i. e., persons who perform adequately in their various func- 
tions, have good defenses and no highly pathological char- 
acteristics) maintained their cover stories. Of the 6 subjects 
diagnosed as neurotic, 2 promptly revealed the true story; 2 
made partial admissions, consisting of a complex pattern of 
fantasy and truth; one admitted what most likely was a fantasy 
as truth; and the one obsessive-compulsive individual main- 
tained his cover story except for one parapraxia, (faulty or 
blundering action). We were particularly struck by the fact 
that G. U. and S. S., who confessed readily, had strong un- 
conscious guilt feelings. 

“The fantasies under sodium amytal can be understood only 
in the light of intimate knowledge of the subjects’ uncon- 
scious processes. Such fantasies produced during the sodium 
amytal interview at times had the character of a confession 
as in the case of K. D., who confessed to beating the plumber, 
while in reality probably only the subject was beaten. Such 
fantasies are similar to dreams and daydreams; at times they 
have a highly symbolic character as in C. Y. when she spoke 
of the disgusting beard of a sexualized father figure, while 
this particular person in reality had no beard... .” 

The Supreme Court of Missouri in State v. Hudson, Mo. 
Sup., 1926, 289 S.W. 920, refused the offered testimony of 
a physician that he had administered truth serum to a de- 
fendant and the answers made to questions asked while under 
the influence of the drug. The court, in an interesting opinion, 
rejected the claim of error on account of the refusal to admit 
such testimony, classifying it as a self-serving declaration and 
unworthy of consideration in the present state of human 
knowledge. 

We agree that the courts should keep step with scientific 
developments but believe the statements in State v. Bohner, 
210 Wis. 651, 246 N.W. 314, 317, 86 A.L.R. 611, are appli- 
cable to this case and reflect our present views. We quote: 

“It seems to us that this statement offers little comfort 
to one who contends that this device is past the experimental 
stage. While it may have some utility at present, and may 
ultimately be of great value in the administration of justice, 
it must not be overlooked that a too hasty acceptance of it 
during this stage of its development may bring complications 
and abuses that will over-balance whatever utility it may be 
assumed to have. The present necessity for elaborate expo- 
sition of its theory and demonstration of its practical working, 
in order to convince the jury of its probative tendencies, to- 
gether with the possibility of attacks upon the soundness of 
its underlying theory and its practical usefulness, may easily 
result in a trial of the lie detector rather than the issues in 
the cause. If the defendant in a criminal case is to be per- 
mitted to have tests taken outside of court and then produce 
expert testimony as to the results of the tests when these are 
favorable to him, without the necessity of taking the stand 
or submitting to tests by the prosecution, the way would seem 
to be open to abuses that would not promote the cause of 
justice. It is our conclusion that the refusal of the trial court 
to admit this testimony was not error.” 

Statements made by a defendant while under the influence 
of thiopental were held inadmissible as self-serving and hear- 
say by the District Court of Appeals of California in People 
v. McNichol, 100 Cal. App. 2d 554, 224 P. 2d 21. 

We conclude that the trial court did not err in refusing 
to admit the testimony of Dr. Gore by which it was sought 
to show the questions asked the defendant and answers made 
by him while he was under the influence of the drug. 

Until the use of the drug as a means of procuring the 
truth from persons under its influence is accorded general 
scientific recognition, concluded the Supreme Court of New 
Mexico, we are unwilling to enlarge the already immense field 
in which medical experts, apparently equally qualified, express 
such diametrically opposite views on the same facts and con- 
ditions, to the despair of the court reporter and the bewilder- 
ment of the fact finder. 

Other contentions of the defendant were also overruled and 
the judgment of conviction was, therefore, affirmed. State v. 
Lindemuth, 243 P. (2d) 325 (New Mexico, 1952). 





























































1654 BUREAU OF LEGAL MEDICINE AND LEGISLATION 





Hospitals in General: Liability for Injuries Caused by Drunken 
Patient.—This was an action for damages for personal injuries 
alleged to have been sustained by the plaintiff as a result of 
the defendant hospital’s negligence in failing to protect plain- 
tiff from injuries caused by the violence of another patient 
who was intoxicated. From a judgment of the trial court 
that denied the plaintiff's motion to have a new trial and 
to vacate a directed verdict in favor of the defendant, the 
plaintiff appealed to the Supreme Court of Minnesota. 

The plaintiff was admitted to the defendant hospital for 
an appendectomy and, after the operation, was placed in a 
six-bed ward to convalesce. On Dec. 21, the stitches were 
removed in anticipation of his release from the hospital the 
next day. On the evening of that day, another patient, Red 
Hanson, came into the plaintiff's ward in such an intoxicated 
condition that he was staggering back and forth. Red threw 
himself onto plaintiff's bed and in so doing pushed it until 
it was almost against the next bed. After pulling the sheets 
off plaintiff, Red grabbed plaintiff’s fingers and twisted them 
so as to cause pain. When plaintiff protested, Red became 
angry and took off his nightgown, which he rolled into a 
ball and threw at another patient. After 20 to 30 minutes 
of such disturbance, plaintiff asked Red to leave the room. 
Red said that he would if the plaintiff would help him put 
on his bathrobe. While plaintiff was assisting him, Red sud- 
denly struck plaintiff in the abdomen adjacent to the appen- 
dectomy incision. As a result of the blow, plaintiff suffered 
considerable pain and injury, for which he seeks by this action 
to recover damages from the hospital on the theory that it 
was negligent in permitting Red to move about the hospital 
in an intoxicated condition, thereby endangering plaintiff's 
safety. The evidence indicated that on other occasions Red 
had staggered into the plaintiff's ward in a drunken condition, 
and it further appeared that in order to reach the plaintiff's 
ward Red had to walk the full length of the hospital. In 
short, there was evidence from which a jury could reason- 
ably find that the defendant hospital knew, or ought to have 
known, that Red, as one of its patients, was wandering about 
the hosptial in an intoxicated condition; but there is no satis- 
factory evidence that it actually knew that, when intoxicated, 
he was possessed of vicious tendencies. 

A private hospital, said the Supreme Court, although it is 
not an insurer of the safety of a patient, must exercise such 
reasonable care for the protection and well-being of a patient 
as his known physical and mental condition requires or as 
is required by his condition as it ought to be known to the 
hospital in the exercise of ordinary care. As to the danger 
reasonably to be anticipated from the acts of another person 
under the hospital’s control, the reasonable care to be exer- 
cised must always be in proportion to the patient’s inability 
to look after his own safety. The standard of reasonable 
care is that which would be exercised by a reasonably pru- 
dent person under the same or similar circumstances and 
does not require the taking of precautionary measures to 
avert a danger that a reasonable person would not anticipate 
as likely to happen. Thus, the court continued, a hospital 
that accepts patients who are either insane or suffering from 
some other mental disorder under such circumstances that 
the hospital either has actual knowledge, or the circumstances 
are such that by the exercise of reasonable care it should 
have known, of the patient’s dangerous and assaultive ten- 
dencies has been held liable to other patients for injuries 
inflicted on them by such patient. The law from ancient times 
has recognized that an intoxicated person is likely to cause 
injuries not only to himself but to others. 

In the light of the unpredictable behavior of an intoxicated 
person as a well-recognized source of danger to others, con- 
cluded the Supreme Court, it follows that where defendant 
hospital knew, or in the exercise of reasonable care ought 
to have known, that one of its patients was so intoxicated 
as to stagger when walking, it ought to have anticipated— 
although it did not actually know that the patient was vicious 
or aggressive when drunk—that to permit him to wander about 
the hospital unguarded was likely to result in injury to other 
patients, and it is liable for any injury that proximately resulted 
from his intoxicated condition, although it could not have 
anticipated the particular injury that did happen. 





J.A.M.A., Aug, 22, 1953 
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Admissibility in Evidence of Chemical Tests for Intoxication 
—The defendant was convicted of manslaughter, and from 
the judgment of conviction he appealed to the criminal] court 
of appeals of Oklahoma. a 

At the trial, Lieutenant Hopper of the Oklahoma 
police department testified that he had been with the depart. 
ment over 20 years and that at about 7:20 the evening th.» 
the defendant was arrested, defendant was brought to him 
to take the drunkometer test. He said: “The officers brough; 
the man in and asked me to give him the Drunkometer test, 
I explained the Drunkometer machine to the gentleman anj 
then told him that we would give him a test if he would 
consent to it, to blow up the balloon to ascertain how much 
alcohol he had in his blood stream. He did not object. He 
blew up the balloon and I gave the test.” Lieutenant Hopper 
further testified that no threats were made or promises made 
and that the test was strictly voluntary. The lieutenant had 
the drunkometer in court and explained in detail how jt 
operated. He stated that it showed that the defendant had 
0.155 of 1% alcohol in his blood stream. 

Lieutenant Gunn of the Oklahoma City police department 
testified that he had been with the department over 20 years, 
that he was a graduate of the Northwestern University Traffic 
Institute, and that he had received about 40 hours training 
in the fundamentals of chemistry and the physiological effect 
of alcohol on the human body at the University of Oklahoma 
School of Medicine. He studied under Dr. Harger, inventor 
of the drunkometer, when at Northwestern University. He 
stated that the National Safety Council, the American Medi- 
cal Association, the American Bar Association, the Federal 
Bureau of Identification, the International Association of 
Chiefs of Police, and others had endorsed the drunkometer 
test. He stated that in 1947, the Oklahoma City police de- 
partment acquired a drunkometer. To be sure of its reliability, 
they turned the instrument over to the dean of the Oklahoma 
School of Medicine, who kept it a number of months to con- 
duct experiments and make tests to prove its reliability. He 
stated that the instrument was found to be accurate. The 
police department then conducted around 500 tests on drunks 
and on persons who had only onion, Sen-sen, or garlic, on 
the Lreath or on persons who had taken whiskey in the mouth 
and then spit it out or who had used a mouth wash. Lieu- 
tenant Gunn stated that he had conducted a school in the 
Oklahoma City police department on chemical tests for intoxi- 
cation and physiological effects of alcohol on the human body 
as shown by the drunkometer and had taught the use of the 
drunkometer. He also said that if a person shows 0.15 of 1% 
of alcohol in his blood by weight he is definitely under the 
influence of alcohol and he has lost norma! ability to control 
himself or to control his actions as would a normal person. 

Dr. Shoemaker, professor of pharmacology at the Univer- 
sity of Oklahoma School of Medicine, testified concerning the 
reliability of the drunkometer test for determining the amount 
of alcohol in a person’s blood stream. He gave it as his expert 
opinion that a person shown to have 0.155% of alcohol by 
weight in his blood stream would show definite effects of 
alcohol. He stated that the amount of alcohol would slow 
such person’s thinking to a marked degree; that he would have 
a slurring of his speech and a staggering gait; and that there 
would be a not very marked, but a definite loss of muscular 
coordination and loss of control of movements. He stated 
to get 0.155% by weight of alcohol in one’s blood, a person 
would have to consume six or eight ounces of 100 prool 
whiskey, or approximately 12 bottles of 3.2 beer. 

The Criminal Court of Appeals said that in a recent casé 
(Toms v. State, 239 P. (2d) 812; J. A. M. A. 150:1424 [Dec. 
6] 1952) it approved the test in cases in which the accused 
voluntarily took the same. In this case, evidence indicated that 
the defendant had voluntarily taken the test and that there was 
no error in the record. Accordingly the evidence was admissible 
and the judgment of conviction was affirmed. Lombness ¥. 
State, 243 P. (2d) 389 (Oklahoma, 1952). 
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yA. Arch. Dermat. and Syphilol., Chicago 
67:345-438 (April) 1953 


follicular Lichen Planus (Lichen Planopilaris). H. Silver, L. Chargin 
"oad P, M. Sachs.—p. 346. 

_— Cycloheximide Medium for Isolation of Dermatophytes from 
“C nical Materials. L. K. Georg.—p. 355. 

servations on Anticomplementary Reactions. A. G. Lighter.—p. 362 
wal Forms of Solar Dermatitis. R. J. Morgan, P. O. Shackleford and 
“7H, Lamb.—p. 369. 

»omented Malignant Melanoma D’Emblee: Report of Case. H. Hecht. 
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natitis Wenenata Due to Native Woods. L. F. Weber.—p. 388. 

. ys Cell Carcinoma of Vulva Secondary to Granuloma Inguinale. 
| Alexander and T. L. Shields.—p. 395. 

\ycosis Fungoides Diagnosis by Aspiration Technique; Observations in 
Sun and Bone Marrow. A. I. Swiller, F. Feldman and M. Morrison. 
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Lichen Amyloidosus Associated with Varicose Veins. M. Wolf.—p. 407. 


Dermatitis Venenata Due to Native Woods.—A man, aged 59, 
stibuted his generalized dermatosis and loss of weight to 
yoodworking. There was no improvement during the first 
month of hospitalization and in the following months itching, 
silliness, and sleeplessness became more annoying. Other 
jsturbances were loss of weight, enormous enlargement of the 
wperficial lymph nodes, and alopecia of the scalp and axillae. 
Reneated histological examination ruled out cutaneous lym- 
shoblastoma. The allergic dermatitis and generalized adenop- 
ghy subsided after six months of hospitalization. The patient 
hen worked only with poplar wood, and one week later he 
wain had generalized dermatitis venenata. Presumably in the 
reginning a subacute dermatitis of the hands and forearms 
was due to sawdust of poplar. This dermatitis became general- 
zd, and for months it simulated cutaneous lymphoblastoma. 
The second attack and the positive reactions to patch tests 
noved the sensitizing capacity of poplar sawdust. Furniture 
makers are exposed to heartwood, the central portion of the 
tee, which contains substances that are allergenic for some 
xnons. The major components of wood, such as cellulose 
and lignin, are not at fault, but rather the resins, terpenes, oils, 
tenols, tannins, coloring matter, nitrogen-containing and 


«etyl-containing substances, and formic acid. Acacia, alder, 
sh, beech, birch, chestnut, cedar, creosote bush, elm, maple, 
mesquite, Oak, pine, poplar, prune, and spruce are the native 
woods that are cutaneous sensitizers. Poplar produced allergic 
ractions quite frequently in the author’s practice, but gener- 
ily men showed no sensitization to sawdust for many years. 
Dermatitis venenata due to native woods usually had its onset 
ttween the ages of 40 and 60 years. Several workers became 
ensitized to a foreign wood and later to a native one, or vice 
iersa. One patient became sensitized to four woods. He was 
forced to give up the sawing of wood but was able to handle 
the finished wood. Sawdust and fragments of wood produced 
) machine tools have sharp edges and injure the skin when 
hey strike it with sufficient force. Occasionally dermatitis 
iollowing such a trauma is the forerunner of sensitization 
dermatitis. 
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MEDICAL LITERATURE ABSTRACTS 


A.M.A. Arch. Ind. Hyg. & Occupat. Med., Chicago 








7:367-454 (May) 1953 


Distribution and Retention of Carrier-Free Radioberyllium in Rat. C. D. 
Van Cleave and C. T. Kaylor.—p. 367 

Design of New Five-Stage Cascade Impactor. J. D. Wilcox.—p. 376 

Cholinesterase Response and Symptomatology from Exposure to Organic 
Phosphorus Insecticides. W. T. Sumerford, W. J. Hayes Jr., J. M 
Johnston and others.—p. 383. 

Survey of Insecticide Spray Practices Used in Fruit Orchards of North 
Central Washington. G. S. Batchelor.—p. 399. 

Procedure for Weighing Fluted Filters with Use of Aluminum-Foil 
Envelopes. P. A. Humphrey and D. M. Morgan.—p. 402 

New Method for Monitoring Air-Borne Dust. P. F. Holt and A. J. 
Chalk.—p. 404. 

Dermatitis from Water Glass Caused by Synergistic Action with an 
Alkaline Detergent. G. E. Morris.—p. 411. 

Space and Labor-Saving Devices in Industrial Dispensary: VII. Portable 
Clinical Laboratory Equipment for Field Use. J. S. Felton.—p. 413. 


A.M.A. Arch. Internal Medicine, Chicago 
91:577-694 (May) 1953 


Fasting Blood Sugar in Hepatic Disease with Reference to Infrequency 
of Hypoglycemia. H. J. Zimmerman, L. J. Thomas and E. H. Scherr. 
—p. 577. 

Lean Body Mass: Its Clinical Significance and Estimation from Excess 
Fat and Total Body Water Determination. A. R. Behnke, E. F. 
Osserman and W. C. Welham.—p. 585. 

*Clinical Use of Triethylene Melamine: Report of 75 Cases. W. H. Bond, 
R. J. Rohn, R. W. Dyke and P. J. Fouts.—p. 602. 

Effect of Diphenhydramine (Benadryl®) on Side-Reactions in Intra- 
venous Urography. S. R. Bersack and T. E. Whitaker Jr.—p. 618. 

Saccular Aneurysms of Abdominal Aorta: Report of Three Cases and 
Review. I. M. Baird.—p. 626. 

Syphilis: Review of Recent Literature. H. Beerman. I. L. Schamberg, 
L. Nicholas and L. Katzenstein.—p. 633. 

Ovarian Hilus Cell (Leydig Cell) Hyperplasia Associated with Masculin- 
ization. I. Taliaferro, E. J. Wells, S. Kay and R. H. Hoge.—p. 675. 
Tachycardia and Spontaneous Flutter in an Adult: Report of Case with 
Rate of 300 and 1:1 Flutter. A. Smelin, J. Burstein, H. Blinder and 

A. Lubart.—p. 685. 


Clinical Use of Triethylene Melamine.—Triethylene melamine, 
though similar to nitrogen mustard in its pharmacological 
effects, did not cause as much nausea and vomiting as nitrogen 
mustard. When the parenteral dose of triethylene melamine 
was doubled or given orally, it was equally effective. Bond 
and associates treated 75 patients with this drug. The drug was 
quite effective in 23 of 26 patients with chronic myelogenous 
leukemia of whom 18 were restored from invalidism to an 
active or productive life. In the initial course the authors em- 
ployed 5 mg. tablets of triethylene melamine daily for 6 to 
53 days, with an average of 20.3 days. The average total dose 
for the initial course was 101.5 mg. After satisfactory periph- 
eral blood values were obtained, the patients were maintained 
on a dosage schedule averaging about 7.5 mg. per week. 
Tolerance to triethylene melamine was proportional to the 
white blood cell count. In Hodgkin’s disease (14 cases) the 
results were not as favorable as those reported by other 
authors. Twelve patients with acute and subacute monocytic 
leukemia were treated with triethylene melamine, but the drug 
proved no more effective than any other agent. Its low toxicity, 
ease of administration, and flexibility of dosage merit its con- 
tinued trial in this disease. In six of eight patients with chronic 
lymphocytic leukemia, a disease observed oftenest in elderly 
patients, treatment with triethylene melamine produced a satis- 
factory hematological response; lymphadenopathy, spleno- 
megaly, and hepatomegaly were satisfactorily controlled in five 
patients. Chronic myelogenous leukemia and chronic lympho- 
cytic leukemia were most effectively controlled by triethylene 
melamine. No significant hematological response was observed 
in four adults with leukolymphosarcoma. No significant bene- 
fits were observed in extramedullary lymphosarcoma, fibro- 
sarcoma, Ewing’s tumor, malignant melanoma, sarcoidosis, 
and polycythemia rubra vera. Secondary hemolytic anemia 
was temporarily controlled with triethylene melamine therapy 
in two patients. Toxic reactions to triethylene melamine were 
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minimal and consisted principally of anorexia, nausea, and 
vomiting. While triethylene melamine does not replace any 
other agent presently used in the treatment of blood dyscrasias 
and malignant lymphomas, it is a valuable adjunctive form of 
therapy. Its ease of administration and the flexibility of dosage 
schedule are most advantageous. 


A.M.A. Arch. Neurology and Phychiatry, Chicago 
69:551-668 (May) 1953 


*Cerebral Vascular Insufficiency: An Explanation of Some Types of 
Localized Cerebral Encephalopathy. E. Corday, S. F. Rothenberg and 
T. J. Putnam.—p. 551. 

*Pyretotherapy in Ophthalmoplegic Migraine. J. S. Patrikios.—p. 571. 

Cutaneous Perception in Aged. M. A. Green and M. B. Bender.—p. 577. 

Cerebral Localization and Contributions of Psychosurgery and Shock 
Therapy. L. B. Kalinowsky.—p. 582. 

Granulomatous Angiitis of Meninges in Sarcoidosis. J. S. Meyer, J. M. 
Foley and D. Campagna-Pinto.—p. 587. 

Cardiovascular Changes Associated with Electroconvulsive Therapy in 
Man. M. L. Brown, P. E. Huston, H. M. Hines and G. W. Brown. 
—p. 601. 

Cardiovascular Changes Associated with Electroconvulsive Shock in 
Monkeys: Cerebral Blood Flow, Blood Pressure, and Cardiac Rate 
Measurements Before, During, and After Electroconvulsive Shock. 
M. L. Brown, P. E. Huston, H. M. Hines and G. W. Brown.—p. 609. 

Incidence of Alzheimer’s Disease in Large Mental Hospital: Relation to 
Senile Psychosis and Psychosis with Cerebral Arteriosclerosis. M A. 
Neumann and R. Cohn.—p. 615. 


Cerebral Vascular Insufficiency and Localized Encephalopathy. 
—Although cerebral infarction without cerebral arterial occlu- 
sion and the reversibility of various acute manifestations of 
cerebral dysfunction have been explained for many years on 
the basis of cerebral vascular spasm, there is now considerable 
doubt concerning the role of spasm of the cerebral arteries in 
the production of localized encephalopathy. In this study atten- 
tion is called to cerebral vascular insufficiency, a term that is 
applied to transient and reversible insufficiency of the cerebral 
blood flow, although damage te the brain may be permanent. 
Corday and his associates made electroencephalograms in the 
monkey after the carotid vessels were partially or completely 
ligated. When the blood pressure was lowered by bleeding the 
animal, focal electroencephalographic changes on the side of 
the ligation were similar to those found in hemiplegia. When 
the blood pressure was restored, the electroencephalographic 
records returned to normal. These changes were proved to be 
due to a drop in blood pressure rather than purely to anemia. 
Clinically, cerebral vascular insufficiency occurs in such condi- 
tions as hemorrhagic shock, surgical and traumatic shock, and 
hypotension due to sympathectomy, postural hypotension, ca- 
rotid sinus stimulation, spinal anesthesia, and cardiac surgery. 
It can occur also as a result of surgical ligation of the carotid 
arteries, spontaneous thrombosis of the internal carotid artery, 
changes in gravitation, as in flying, and the use of antihyper- 
tensive drugs. The changes are transient if the blood pressure 
is restored to normal within a short period. If the blood pres- 
sure is not promptly restored in patients with cerebral arterio- 
sclerosis or congenital anomalies, focal changes will be 
permanent. As in the heart in which coronary arteriosclerosis 
has occurred, it is important to maintain the cerebral blood 
pressure at normal levels, especially in the elderly patient with 
narrowing of cerebral arteries. 


Pyretotherapy in Ophthalmoplegic Migraine.—Patrikios had 
reported in a previous study two cases in which unexpected 
elevation of the temperature resulted in rapid relief of ophthal- 
moplegic migraine after other therapy had failed. Then he 
used pyretotherapy in three other cases of ophthalmoplegic 
migraine with satisfactory results. In the first of these, in spite 
of interruption of the treatment, improvement has been main- 
tained, and in the other two recovery was rapid and complete. 
Five new cases of ophthalmoplegic migraine are reported in 
which pyretotherapy proved effective. In his previous report 
the author believed the beneficial effect of fever therapy to be 
due to a vasomotor mechanism. He now feels that the bene- 
ficial action is the result of the general adaptation syndrome 
of Selye. The same mechanism may be invoked to explain 
the development of the ophthalmopiegic migraine itself, and 
would take into account the diversity and nonspecificity of its 
causes. 
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American Heart Journal, St. Louis 


45:635-794 (May) 1953. Partial Index 


*The Heart in Rheumatoid Arthritis. L. Sokoloff.—p. 635. 

Risk of Fallacious Conclusions from Autopsy Data on Incidence of pis. 
eases with Applications to Heart Disease. D. Mainland.—p. 644 

Electrocardiographic Mirror Pattern Studies: III. Mirror Patte;; 
cellation in Normal and Abnormal Subjects. E. Simonsor 
Schmitt, R. B. Levine and J. Dahl.—p. 655. 

Effect of Exercise on Electrocardiogram of Bundle Branch Block 
and B. L. Brofman.—p. 665. 

Effect of Moderate and Hard Muscular Work on Spatial Electrocargj, 
gram. N. Kimura and E. Simonson.—p. 676. 

High Fidelity Electrocardiography: Further Studies Including Com; 
Performance of Four Different Electrocardiographs. P. H. Lanener 
—Pp. 683. . 

Physiologic Studies in Mitral Stenosis. A. C. Taquini, R. J. Do; 

E. S. Ballina and others.—p. 691. 

Characteristics of Right Atrial Pressure Wave Associated with Rigi 
Ventricular Hypertrophy. M. C. McCord, S. Komesu and S. G. Bloun 
IJr.—p. 706. 

Simultaneous Calibrated Recording of Displacement, Veloci: 
Acceleration in Ballistocardiography. J. E. Smith and S. Bryan 

Effect of Induced Hyperkalemia on Normal and Abnormal 
cardiogram. H. T. Dodge, R. P. Grant and P. W. Seavey.—p. 72 

*Increased Frequency of Acute Myocardial Infarction During Summer 
Months in Warm Climate: Study of 1,386 Cases from Dallas, Texas 
H. E. Heyer, H. C. Teng and W. Barris.—p. 741. 

Studies on Spontaneous Variations in Blood Coagulability Immediate} 
Following Myocardial Infarction. J. L. Beaumont, H. Chevalier and 
J. Lenegre.—-p. 756. 

Heparin Treatment of Angina Pectoris. M. Port, A. Katz, E. Hellman and 
C. D. Enselberg.—p. 769. 

Cardio-Pericardiopexy for Treatment of Coronary Artery Disease. S. Dack 
and A. N. Gorelik.—p. 772. 


The Heart in Rheumatoid Arthritis—This study is based on 
pathological material from 101 cases of rheumatoid arthritis 
Although mitral stenosis is generally regarded as a consequence 
of rheumatic valvulitis, the significance of minor sclerotic and 
inflammatory changes in the heart is debatable. Pathologists 
may find stigmas of rheumatic inflammation in 60 to 93° of 
the adult population at necropsy. Three categories of rheumatic 
heart disease were watched for in this study: (1) frank rhev- 
matic heart disease, such as mitral stenosis, rheumatic yal- 
vulitis, and myocarditis with formation of Ashoff bodies; (2 
minor sclerosis of the valves accompanied by fibrosis of the 
leaflet with formation of thick-walled blood vessels; and (3 
calcareous stenosis of the aortic valve. For purposes of com- 
parison, data were obtained from consecutive necropsies 
performed on 1,154 persons over 19 years of age. The inci- 
dence of rheumatic heart disease was somewhat higher in the 
group with rheumatoid arthritis than in the general autopsy 
series, but it was far less than in most of the previous reports 
The fact that in 66 of the 101 cases material was secured from 
the Armed Forces of Pathology suggests that persons who 
contracted rheumatic heart disease prior to the age of induction 
were excluded. Such military personnel, however, have a pre- 
disposition to develop rheumatic fever as the result of epi- 
demics. Rheumatoid arthritis in a large proportion of cases is 
not established anatomically, because extensive dissection of 
the joints is not commonly performed at necropsy. If these 
and other limitations are recognized, the results of the present 
investigation suggest that in persons with rheumatoid arthritis 
there may be a somewhat higher incidence of heart disease 
that is indistinguishable from rheumatic heart disease than 
chance would dictate. A concept of heart disease specific to 
rheumatoid arthritis has been evolved recently. It is character- 
ized by granulomatous inflammation similar to that found in 
the rheumatoid subcutaneous nodules. Such foci have been 
observed in the epicardium, adjacent myocardium, and _ the 
rings and leaflets of the mitral and aortic valves. In the present 
series, there was at least one case of rheumatoid nodule forma- 
tion. Such frank rheumatoid heart disease appears to occur in 
about 1 to 3% of the cases of rheumatoid arthritis. The 
frequency with which evidences of healed pericarditis are found 
indicates that it is common in rheumatoid arthritis. 


Seasonal Variation of Frequency of Acute Myocardial Infare- 
tion.—A survey was made of all cases of acute myocardial 
infarction seen in three Dallas hospitals during the years 1946 
to 1951 inclusive. In each case the clinical record and the 
electrocardiograms were reviewed and whenever possible the 
time of onset established. Meteorological data were obtained 
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from the Dallas weather bureau. Dallas has very hot summers, 
with maximum temperatures exceeding 95 F on most and 
100 F on many days during July and August. The winters are 
relatively mild. The diagnosis of acute myocardial infarction 
was made in 1,666 instances, and in 1,386 cases the data 
appeared adequate to authenticate the diagnosis. There were 
340 deaths, an over-all mortality rate (including some patients 
with multiple episodes) of 24.5%. Autopsy confirmation was 
obtained in 105 cases. Acute myocardial infarction was most 
frequent during July and August and least frequent during the 
winter months. Previous reports from northern cities concern- 
ing the seasonal variation in acute myocardial infarction 
indicated the incidence is lowest in the summer months and 
highest in the winter months. Greater frequency during the 
winter months has been variously ascribed to (1) the increased 
frequency of respiratory infection, (2) an increase in body 
metabolism in the colder months, and (3) the effect of vaso- 
motor reflexes caused by cold weather. The demonstration that 
the greatest number of such cases in Dallas have their onset 
in the hot summer months suggests that other factors are 
probably operative here. It appears probable that the physi- 
ological adjustment that must be made to preserve a constant 
body temperature exerts a considerable strain on the organism 
and may act as an important precipitating factor of acute 
myocardial infarction. The humidity is relatively moderate in 
the Dallas area and does not appear to be an important stress 
factor in this region. Mild heat exhaustion is a comparatively 
frequent occurrence in Dallas. 


American Journal of Clinical Pathology, Baltimore 
23:413-518 (May) 1953. Partial Index 


Necrotizing Granulomatosis and Angiitis of Lungs, with Massive Splenic 
Necrosis and Focal Thrombotic Granulomatous Glomerulonephritis. 
R. Fienberg.—p. 413. 

Quantitative Test for Antibody-Globulin Coating Human Blood Cells, and 
Its Practical Applications. A. S. Wiener and E. B. Gordon.—p. 429. 
Isolated Nodules of Regeneration Hyperplasia of the Liver: Problem of 
Their Differentiation from Neoplasm. C. F. Begg and W. H. Berry. 

—p. 447. 

Total Serum Organic Acids: Preliminary Study. H. Davis Jr. and H. R. 
Jacobs.—p. 464. 

Cerebrospinal Fluid Changes in Secondary Carcinoma of Meninges. L. J. 
McCormack, J. B. Hazard, W. J. Gardner and J. G. Klotz.—p. 470. 
Determination of Protein-Bound Iodine in Plasma or Serum: Simple and 

Rapid Method. L. W. O’Neal and E. S. Simms.—p. 493. 

Differential Mediums for Enteric Bacteria. H. Colichon.—p. 506. 

Use of Triphenyl Tetrazolium in Motility Test Medium. A. T. Kelly and 
M. Fulton.—p. 512. 

Differential Staining of Spermatozoa in Sections of Testis. J. W. Berg. 
—p. 513. 


American Journal of Medicine, New York 
14:537-650 (May) 1953 
SYMPOSIUM ON DRUG ADDICTION 


Drug Addiction Problem. J. M. Bobbitt.—p. 538. 
Chemistry of Drugs of Addiction. E. L. May.—p. 540. 
Phenomena of Tolerance. M. H. Seevers and L. A. Woods.—p. 546. 
Clinical Characteristics of Addictions. H. Isbell and W. M. White. 
—p. 558. 
Psychiatric Aspects of Drug Addiction. A. Wikler and R. W. Rasor. 
—p. 566. 
Treatment of Drug Addiction. H. F. Fraser and J. A. Grider Jr. 
—p. 571. 
History and Mechanism of International and National Control of 
Drugs of Addiction. A. L. Tennyson.—p. 578. 
Psychomedical Survey of Private Outpatient Clinic in a University 
Hospital. B. I. Lewis.—p. 586. 
*Phenobarbital Sensitivity Syndrome. T. E. McGeachy and W. E. 
Bloomer.—p. 600. 
Allergic Purpura, Including Purpura Due to Foods, Drugs and Infec- 
tions. J. F. Ackroyd.—p. 605. 


Phenobarbital Sensitivity Syndrome.—The occurrence is re- 
ported of a syndrome of erythematous rash, high fever, men- 
tal confusion, and toxic damage of parenchymatous organs 
in two men and one woman following administration of 
therapeutic amounts of phenobarbital sodium. One man and 
the woman died, while the other man has recovered. Necropsy 
in the case of the woman revealed small hemorrhages in the 
tracheobronchial tree, skin, kidneys, stomach, and oral cavity. 
The viscera were jaundiced, the liver was fatty, and the spleen 
was congested. On microscopic examination the liver showed 
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a severe diffuse destructive process. Cells in all stages of 
necrosis were observed. The similarity between the authors’ 
three cases and others reported in the literature was remark- 
able. Similar reactions to other barbiturates are extremely 
rare. It may be of some significance that phenobarbital 
(phenylethyl barbituric acid) is the only commonly used bar- 
biturate containing a phenyl group. Conceivably, some ab- 
normality in the metabolism of phenobarbital in sensitive 
persons might liberate a phenol derivative capable of produc- 
ing a diffuse cellular damage in the parenchymatous organs. 
The questionable response of the woman to p-aminobenzoic 
acid and of the surviving man to tripelennamine (Pyribenza- 
mine) would seem neither to establish nor to refute an allergic 
hypothesis. The surviving patient seemed to improve when he 
was given 1 gm. of procaine hydrochloride intravenously in 
1,000 cc. of isotonic sodium chloride solution. Procaine was 
given on the fourth and fifth hospital day, at which time his 
fever began to fall by lysis, his rash to fade and the mental 
symptoms to regress. Three months later temperature eleva- 
tion, rash and swollen painful joints again developed, and 
he was again given tripelennamine for two weeks. Adminis- 
tration of the drug was then discontinued, and the patient 
began to improve and was well one week later. As an ex- 
periment he was again given tripelennamine; after three doses, 
his fever and rash recurred but promptly disappeared when 
the drug was omitted. The developed sensitivity to tripelen- 
namine with features similar to the original phenobarbital 
reaction would suggest that the original response was allergic 
in character. Similar reactions to phenobarbital may be ex- 
pected because of the wide clinical use of this drug. Manage- 
ment should entail careful attention to the hepatic function. In 
view of the bleeding tendency observed in these patients, 
hypoprothrombinemia may be a factor and, if present, vita- 
min K, oxide or a similar substance may be of value. Intra- 
venous administration of procaine hydrochloride is indicated. 
Corticotropin and cortisone may be tried. 


American Journal of Obstetrics & Gynecology, St. Louis 
65:935-1166 (May) 1953. Partial Index 


Changing Indications for Cesarean Section: Analysis of 15 Years’ 
Experience at Flushing Hospital. G. Schaefer and F. Carpenter.—p. 935. 

Study of Management of Pregnancies Subsequent to Cesarean Section. 
D. H. Eames Jr.—p. 944. 

Study of Cesarean Section at Evanston Hospital from 1930 to 1950. 
H. J. Zettleman and V. M. Bowers.—p. 953. 

Constriction Ring Dystocia. C. Fields.—p. 960. 

Use of Cation-Anion Exchange Resin in Control of Edema and Excessive 
Weight Gain in Prenatal Patients. J. P. Baker, J. J. Lehman, H. A. 
Claiborne and W. S. Baker Jr.—p. 969. 

Observations on Renal Tubular Reabsorption of Uric Acid: I. Normal 
Pregnancy and Abnormal Pregnancy With and Without Pre-Eclampsia 
J. Seitchik.—p. 981. 

Problem of Postmaturity. R. E..Lartz.—p. 986. 

Uterine Arteriovenous Fistula. J. A. Gaines and J. C. Greenwald.—p. 997 

Study of Fetal Distress, Its Interpretation and Significance. J. O. McCall 
Jr. and R. W. Fulsher.—p. 1006. 

*Results of Nisentil in 1,000 Obstetrical Cases. W. M. Kane.—p. 1020. 

Trilene, an Adjunct to Obstetrical Anesthesia and Analgesia. C. E. 
Flowers Jr.—p. 1027. 

Defective Blood Coagulation Associated with Premature Separation of 
Placenta. M. J. Goodfriend, I. A. Shey and H. L. Siegelbaum.—p. 1034. 

Sporadic and Epidemic Puerperal Breast Infections: Contrast in Morbid 
Anatomy and Clinical Signs. G. F. Gibberd.—p. 1038. 

Tace (Chlorotrianisene), a New Estrogen for Inhibition of Lactation. 
R. O. Nulsen, W. B. Carmon and H. O. Hendrick.—p. 1048. 

Clinical Evaluation of Methylergonovine Tartrate (Semisynthetic Ergo- 
novine). A. B. Crunden Jr., H. V. Coes Jr. and J. A. Fleming. 
—p. 1052. 

Penicillin Administered Vaginally and Orally: Comparison of Plasma 
Concentrations and Urinary Recoveries. A. Rubin and W. P. Boger. 
—p. 1057. 

Furacin Vaginal Suppositories: Their Use with Radiation Therapy for 
Malignant Pelvic Neoplasms. J. Schwartz and V. Nardiello.—p. 1069. 

Relative Efficiency of Diagnostic Techniques in Detection of Early Cer- 
vical Cancer: Comparative Study with Survey of 1,000 Normal Women. 
S. B. Gusberg.—p. 1073. 

Incidence and Anatomical Distribution of Basal-Cell Hyperactivity and 
Its Relationship to Carcinoma of Cervix Uteri. G. H. Guin.—p. 1081. 


Use of Nisentil in 1,000 Obstetrical Cases.—Nisentil 
(1,3-dimethyl-4-phenyl-4-4-propionoxy-piperidine) hydrochloride, 
which has chemical structure similar to that of meperidine 
(Demerol), was used by Kane in 1,000 obstetrical cases. It was 
found to give satisfactory analgesia in 98.1% of the deliveries. 
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Nisentil (60 mg.) in combination with scopolamine (1/150 
grain) injected subcutaneously was found to give the best 
results. Administration of Nisentil may be repeated safely in 
proportion to subjective response. Side-effects from the drug 
were observed in eight mothers (0.8%), who complained of 
dizziness. There was no vomiting. Fetal respiratory depression 
was present in 4.9% of the cases. The over-all fetal mortality 
was 1.7%, but none of these deaths was attributable to use 
of Nisentil. Nisentil as a valuable drug for obstetric analgesia 
because of its rapid onset of action, relatively short period of 
maximal effect, and its minimal depression of respiration in 
the infant. 


American Journal of Ophthalmology, Chicago 
36:599-764 (May) 1953 


Newly Defined Vitreous Syndrome Following Cataract Surgery: Inter- 
preted According to Recent Concepts of Structure of Vitreous. S. R. 
Irvine.—p. 599. 

Magnet Extraction of Intraocular Foreign Bodies by Anterior and 
Posterior Routes: Survey of 150 Cases. J. S. Shipman, J. H. Delaney 
and R. H. Seely.—p. 620. 

*Scleral Resection Operation for Retinal Detachment. D. K. Pischel and 
P. C. Kronfeld.—p. 629. 

Narrow-Angle Glaucoma: Gonioscopic Observation in Two Cases Pro- 
voked by Darkroom Test. M. G. Ross.—p. 640. 

Anisophoria, Anisometropia, and Final Prescription. J. E. Lebensohn. 
—p. 643. 

Residual Accommodation Under Homatropine-Cocaine Cycloplegia. P. M. 
Brickley and K. N. Ogle.—p. 649. 

*Crush Syndrome in Ophthalmology. P. Weinstein.—p. 660. 

Ocular Manifestations of Gargoylism. E. V. Kenneally.—p. 663. 

*Ocular Complications in Brucellosis. M. P. Solanes, J. Heatley, F. Arenas 
and G. B. Ibarra.—p. 675. 

Effect of Compound F Upon Horse-Serum Uveitis in Rabbit Eye. A. W. 
Vogel and I. H. Leopold.—p. 690. 

Reconstruction of Lower Fornix by Pedicle Graft from Skin of Upper 
Lid. K. N. Shukla.—p. 694. 

New Proposal for Surgical Treatment of Anterior Synechia. T. Sato. 
—Pp. 698. 


Scleral Resection for Retinal Detachment.—Pischel and Kron- 
feld point out that in the ordinary case of recent retinal 
detachment, the break-closing operation is highly effective. 
However, in a number of eyes with fresh idiopathic detach- 
ments and in a larger number of eyes in which one or several 
diathermy operations have been performed without success, 
the mechanical conditions are such that closure of all existing 
breaks by electrocoagulation of the underlying choroid, fol- 
lowed by drainage of the subretinal fluid, is either inappli- 
cable or inadequate. Lindner realized in 1933 that in cases 
of detachments with fixed retinal folds and strands adherent 
to the retina in the vitreous and in cases in which the retina 
assumed a funnel shape at a very early stage, the principle 
embodied in the globe-shortening operation would be appli- 
cable. Lindner developed scleral resection from a rather crude 
operation to a reasonably safe procedure. He epitomized the 
principle of the globe-shortening operation as a race between 
the shrinking vitreous and the decrease in the size of the 
eye. Pischel and Kronfeld review their experiences with 
scleral resections in 150 eyes with retinal detachment. There 
were 46 cures, 14 improvements, and 90 failures. In the cases 
in which cure was obtained, it was possible in almost every 
instance to determine the outstanding pathological feature 
which was alleviated or corrected by the scleral resection. 
In many of the failures, the visibility was not good enough 
or the fundus picture clear enough to correlate the failure 
of the operation with any specific feature of the pathogenetic 
mechanism. Among the patients in whom treatment failed was 
a small group with advanced diabetic retinopathy with bizarre 
detachments of the retina and strands in the vitreous that 
could be readily seen with the slitlamp and often with the 
ophthalmoscope. The other usual features of diabetic reti- 
nopathy were also present, such as masses of hard exudate, 
retinal hemorrhages, and small aneurysms. Scleral resection 
was done in the region where it seemed to have the best 
chance of slacking the tension on the vitreous strands. It was 
undertaken with the hope that the progress of the disease 
might be temporarily halted, but the results were poor. New 
and large retinal or vitreous hemorrhages developed immedi- 
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ately after the operation, and the eyes were either worse o; 
no better than before the intervention. The authors conclude 
that the scleral resection operation is effective in certain 
specific situations. 


Crush Syndrome in Ophthalmology.—During World War || 
in some persons who had been covered by debris from build. 
ings during air raids and appeared to be uninjured at the time 
renal symptoms known as “crush” syndrome later developed, 
Trueta and others compressed the extremities of experimental 
animals by elastic tourniquets and observed that, several hours 
after the tourniquet had been removed, the distal part of the 
femoral artery remained contracted, that the renal arteries 
were also spastically contracted, and that the renal cortex 
appeared to be ischemic. Alterations of the retina are also 
found as belated sequelae of injury, such as traumatic edema 
and traumatic angiopathy. Traumatic edema may follow con- 
tusions of the globe and is associated with a distinct, although 
transitory, opacity of the retina. Traumatic retinal angj- 
opathy, including retinitis stellata, usually follows injury of 
the skull and chest. Considering Trueta’s explanation that 
crushing injuries may be followed by distant neurovascular 
effects, the cause of the fundus changes becomes more appar- 
ent. The subjects of the present study were persons with 
apoplexy who had eyeground hemorrhages. Autopsies were 
performed within 24 hours after death. Weinstein regards 
cerebral hemorrhages resulting from a crushing injury to the 
brain and the retinal hemorrhages as the distant neurovascu- 
lar effect. He attempts to explain such angiospastic-atonic 
conditions as Berlin’s retinal edema, Purtscher’s retinal lesions, 
and traumatic glaucoma by applying to the ocular lesions 
the deductions made by Trueta on the crush syndrome, when 
he described renal cortical ischemia as a distant effect of 
trauma. The analogy between Trueta’s renal and Weinstein’s 
ocular findings was verified by autopsy in four cases of apo- 
plexy and by correlation of the postmortem findings with eye- 
ground findings before death. 


Ocular Complications in Brucellosis.—Brucellosis like syphilis 
and tuberculosis may produce manifestations in any system 
of the human organism. The authors direct attention of 
ophthalmologists to brucellosis as a cause of eye disease by 
presenting the results of a survey by the department of medi- 
cal research on bruce!losis of the General Hospital of Mexico 
City, and the antibrucellar center of Torreén, Coahuila, 
Mexico. Most published papers on the ocular complications 
of brucellosis failed to establish the diagnosis of the systemic 
infection with absolute certainty. Brucella organisms were 
seldom isolated from suspected cases, and not rarely the diag- 
nosis of the general condition was based on the existence 
of a positive cutaneous allergy, which is only proof of a 
previous brucellar infection. The authors thought that investi- 
gation of the incidence of ophthalmopathy in patients with 
established brucellosis is a more adequate method of studying 
the ocular aspects of the disease. Their studies were made 
on 413 patients. A positive blood culture was obtained in 223, 
an agglutination higher than 1:160 (Wright) was present in 
293, and a positive cutaneous allergy test was obtained from 
348. Ophthalmopathy was observed in 12 and neuro-oph- 
thalmologic disorders in 48, a total of 60 or 14.25%. The re- 
lationship between the ophthalmic disturbance and brucellosis 
seemed undoubted in 54, probable in 5, and questionable in 
1 case. In Mexico, where the human infection is almost 
always due to B. melitensis, purely ophthalmologic manifes- 
tations of brucellosis are rarely observed, while the disorders 
of the visual neurological system (especially the optic nerve) 
are observed rather frequently. Brucellosis may involve any 
ocular structure, producing atypical pictures. Involvement of 
the optic nerve is quite characteristic; there is perineuritis 
with slight changes in the visual fields and frequently un- 
affected central vision; normal fundus (retrobulbar optic neu- 
ritis); and congestion of the disk or true papillitis. The changes 
frequently regress to normal, but may lead in a few instances 
to a simple or postneuritic atrophy of the disk. In any endemic 
area, as that of Mexico, any person with the previously men- 
tioned optic nerve disorders should be studied for the presence 
of brucellosis. 
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American Journal of Orthopsychiatry, New York 
23:223-444 (April) 1953. Partial Index 


Mental Health Education and Community Psychiatry. J. V. Coleman. 
p. 265 

Place of Education and Psychotherapy in Mental Health. P. B. Neubauer. 
pn. 280. 


Group Therapy with Adults, J. Mann.—p. 332. 
An Application of Group Therapy to Intake Process. H. B. Peck.—p. 338. 


{merican Journal of Physiology, Washington 
172:515-772 (March) 1953 


Hypothalamic Involvement in Pituitary-Adrenocortical Response to Stress 
Stimuli. R. W. Porter.—p. 515. 
Inhibitory Effects of Aminopterin on Decidual Development. J. T. 


Velardo and F. L. Hisaw.—p. 535. 

Effet of Ovarian Hormones on Contractile Energy of Rat Uterus. T. C. 
West, D. M. Jones and T. A. Loomis.—p. 541. 

Effe-ts of Total Body Irradiation Upon Lipoprotein Metabolism. J. E. 
Hewitt, T. L. Hayes, J. W. Gofman and others.—p. 579. 


Electrical Resistance in Resting and Secreting Stomach. W. S. Rehm. 
p. 689 
Influence of Hypoxia on Renal Circulation and on Excretion of Electro- 


iytes and Water. E. E. Selkurt.—p. 700. 

Erythrocyte Life Span in Small Animals: Comparison of Two Methods 
Employing Radioiron. E. L. Burwell, B. A. Brickley and C. A. Finch 

p. 718. 

Comparative Properties of Purified Human and Bovine Prothrombin. 
W. H. Seegers and N. Alkjaersig.—p. 731. 

Effect of Carbon Dioxide Excess on Contractile Force of Heart, In Situ. 
K. J. Boniface and J. M. Brown.—p. 752. 


American Journal of Psychiatry, New York 


109:801-880 (May) 1953. Partial Index 


Responsibility of Public Mental Hospitals in Psychiatric Research. J. § 
Goitheb.—p. 801. 

Neuropathologic Lesions Following Lobotomy: Study of 15 Cases of 
Bilateral Prefrontal Lobotomy. N. Raskin, G. Strassman and C. C. 
Van Winkle.—p. 808. 

State-Subsidized Care and Treatment of Mentally Ill Children in Massa- 
chusetts. T. P. Krush.—p. 817. 

Reactions to Music of Autistic (Schizophrenic) Children. A. C. Sherwin. 

p. 823. 

Study of Electroencephalogram as Related to Personality Structure in 
Group of Inmates of State Penitentiary. S. Levy and M. Kennard. 
—p. 832. 

*Premenstrual Tension: EEG, Hormonal, and Psychiatric Evaluation 
W. M. Lamb, G. A. Ulett, W. H. Masters and D. W. Robinson. 

p. 840. 

Emotional Aspects of Rehabilitation. M. Grossman.—p. 849. 

Intravenous Methamphetamine—Adjuvant to Psychotherapy. M. Straker. 
—p. 853. 

Effect of Current Educational Programs on Personality Development. 
E. O. Melby.—p. 856. 

Group Differences in Electrocardiographic Response. P. Kivisto.—p. 858. 


109:881-960 (June) 1953 


Dormison, New Type of Hypnotic: Its Therapeutic Use in Psychiatric 
Patients. P. R. A. May and F. G. Ebaugh.—p. 881. 

Diagnostic Use of Amobarbital Sodium (‘“‘Amytal Sodium’) in Brain 
Disease. E. A. Weinstein, R. L. Kahn, L. A. Sugarman and L. Linn 
—p. 889. 

Report on Use of Succinyl Choline Dichloride (Curare-Like Drug) in 
Electroconvulsive Therapy. B. F. Moss Jr., C. H. Thigpen and W. P. 
Robison.—p. 895. 

Treatment of Tuberculous Patients with Electroshock Therapy. J. H. 
M-Clellan and A. Schwartz.—p. 899. 

Human Life Cycle and Its Interruptions: Psychologic Hypothesis. Studies 
in Gerontologic Human Relations. M. E. Linden and D. Courtney. 

p. 906. 

Psychotherapy of Aged Persons: II. Utilization and Effectiveness of 
“Brief” Therapy. A. I. Goldfarb and H. Turner.—p. 916. 

Measurement of Changing Psychopathology with Minnesota Multiphasic 
Personality Inventory. L. J. West.—p. 922. 

Frontal Bone Hyperostosis in Psychoses: Clinical Study. J. Notkin. 
—p. 929. 


Premenstrual Tension.—About 40% of women at some time 
suffer from premenstrual tension. When severe, the symptoms 
may include depression, irritability, temper outbursts, easy 
fatigability, sleeplessness, change in energy level, altered sex 
drive, backache, headache, nausea, vomiting, abdominal full- 
ness, weight gain, aching of thighs, tenderness and swelling of 
breasts, and pedal edema. Psychiatrists refer to the condition 
as “menstrual psychosis,” because depressive psychoses have 
been known to be precipitated or aggravated at this period in 
the hormonal cycle. Attempts have been made to explain the 
syndrome as an endocrinological imbalance, particularly of the 
estrogen-progesterone level. Therapy based on this theory, 
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however, has been unrewarding. Symptoms of premenstrual 
tension cannot be accounted for on the basis of generalized 
water retention alone. Little attention has been directed to the 
psychodynamic aspects of premenstrual tension. It was felt 
that some correlations might be established by simultaneous 
physiologic and psychiatric observations on a group of persons 
with premenstrual tension and on a group of controls. A ques- 
tionnaire study was made of 127 student nurses, ranging in 
age from 18 to 35. From this group 10 subjects were selected 
for careful study. Five were controls and the other five had 
symptoms of premenstrual tension. The study covered at least 
two menstrual cycles. Pelvic examination and basal metabolic 
rate determinations were done. Vaginal smears were made 
daily during the first month of study and for three to five days 
during the second month to include the estimated day of 
ovuiation. These smears were obtained by the subjects them- 
selves. Urinary gonadotropin titers were measured for three 
days at the time of ovulation. Eight interviews, each of ap- 
proximately one hour’s duration, were scheduled so that the 
subjects were seen in various phases of the menstrual cycle. 
Electroencephalograms were recorded in the 24 hours after 
bleeding, at the time of ovulation (within 24 hours), and in 
the premenstrual period (3 days and 1 day before bleeding). 
There was no indication that the behavioral manifestations of 
premenstrual tension reflect alterations in the cerebral neuro- 
physiology. Endocrine activity was within normal limits in all 
subjects, with no demonstrable distinction between subjects with 
premenstrual tension and controls. There was no evidence to 
substantiate the theory of psychogenic etiology for premen- 
strual tension; however, there were some differences in the 
behavior other than the premenstrual manifestations differ- 
entiating the two groups. The subjects with premenstrual 
tension showed greater emotional instability throughout their 
cycles, and in general they were less assertive. 


American Journal of Psychotherapy, New York 
7:211-414 (April) 1953. Partial Index 


Psychobiologic Therapy. W. Muncie.—p. 225. 

Living by Proxy: Frequent Form of Transference and Mental Symbiosis. 
J. A. M. Meerloo.—p. 241. 

Analysis and Follow-Up of Patients with Psychiatric Disorders. M. M. 
Warne, A. H. Canter and B. Wiznia.—p. 278. 

Analysis of Response to Follow-Up Letters to Patients Who Fail to 
Keep Mental Hygiene Clinic Appointments. J. C. Coble, L. E. Conner 
and W. V. Lockwood.—p. 289. 


American Journal of Public Health, New York 
43:381-522 (April) 1953. Partial Index 


Medical Care Bookshelf. S. J. Axelrod.—p. 381. 

*Mass Immunization of Dogs Against Rabies Its Influence on Rabies 
Epizootic in St. Louis. L. E. Frederickson, J. C. Willett, J. E. Smith 
and E. R. Price.—p. 399. 

*Laboratory Diagnosis of Leptospirosis. W. S. Gochenour Jr., R. H. Yager, 
P. W. Wetmore and J. A. Hightower.—p. 405 

Current Problems in Field of Leptospirosis. R. H. Yager and W. S. 
Gochenour Jr.—p. 411. 

Immunological Studies of Poliomyelitis (Lansing) and Rabies Viruses. 
A. Milzer and F. Nicholson.—p. 415. 

Weight Control Program at Local Level. J. S. Llewellyn, E. Bennett, 
M. M. Hurley and M. Neff.—p. 433. 

Epilepsy Program in Public Health. R. Baldwin, E. Davens and V. G. 
Harris.—p. 452. 


Mass Immunization of Dogs Against Rabies.—Fredrickson and 
his associates state that since 1921 rabies has become a com- 
plex public health problem in St. Louis. Six rabies epizootic 
cutbreaks have occurred during that time, and each outbreak 
has been more serious and of longer duration than the previous 
one. Since 1936 there have been 1,677 reported cases of 
animal rabies, almost all in dogs. All cases of rabies referred 
to in this report were confirmed by laboratory examination. 
A sudden increase in rabies late in 1950 led to a quarantine 
proclamation requiring every dog to be restrained by a leash 
when on the public streets. Regulations for redemption of dogs 
from the city pound required that all dogs be released to a 
vetcrinarian for a prophylactic rabies inoculation. Despite 
these regulations, the number of rabid dogs continued to in- 
crease. The greatest number of rabid dogs came from slum 
districts. A public health veterinarian made the following 
recommendations: (1) mass immunization clinics; (2) an educa- 
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tional program for dog owners; (3) turning over of the stray 
dog control program to the health division; and (4) immediate 
action for an ordinance requiring annual vaccination for all 
dogs. Immediate steps were taken to organize the rabies inocu- 
lation campaign. Eighteen clinics were opened on May 23 
and were operated from 4 to 8 p.m. for seven days through 
June 1; 38,000 dogs were vaccinated at these clinics. Approxi- 
mately 20,000 additional dogs were vaccinated in the private 
offices of veterinarians. This intensified vaccination program, 
in which a high percentage of the canine population was 
inoculated in a short period of time, proved of far greater 
value than sporadic inoculation of small numbers of dogs over 
an extended period in the same metropolitan area. 


Laboratory Diagnosis of Leptospirosis.—Although the demand 
for leptospiral diagnostic laboratory services is constantly in- 
creasing, existing facilities are inadequate. Studies conducted 
on leptospirosis in Puerto Rico afforded an opportunity to 
evaluate laboratory techniques and to determine their suit- 
ability for employment as routine diagnostic laboratory pro- 
cedures. Seventy-nine bacteriologically proved human cases of 
acute leptospirosis comprise the series on which this report is 
based. The authors believe that laboratory confirmation of the 
diagnosis of acute leptospirosis may be most readily and reli- 
ably made by direct blood culture and serologic examination 
by complement fixation employing sonic-vibrated leptospiral 
antigens. Blood cultures should be made during the initial 
febrile stage of the illness. Serial serum specimens, the first 
obtained early in the disease, are essential for demonstration 
of the diagnostic rise in antibody level. Both procedures 
recommended are within the capabilities of the ordinary diag- 
nostic laboratory, provided diagnostic complement-fixing 
antigens are available. Identification of leptospiral strains 
requires the employment of antibody absorption techniques 
and is best accomplished at a leptospiral reference laboratory. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 


69:723-906 (May) 1953 


Growth, Differentiation, and Disease: Caldwell Lecture, 1952. E. B. D. 
Neuhauser.—p. 723. 

Unusual Case of Intrathoracic Fibroma Associated with Pulmonary 
Hypertrophic Osteoarthropathy. O. Deutschberger, A. A. Maglione and 
J. J. Gill—p. 738. 

*Visualization of Common Duct During Cholecystography: Its Signifi- 
cance. M. D. Sachs.—p. 745. 

Hemangio-Endothelioma of Pelvis: Follow-Up of Previously Reported 
Case. D. S. Dann and S. Rubin.—p. 769. 

Dissection of Neck After Intensive Irradiation to Neck: Its Feasibility 
in Management of Cervical Metastasis from Oral Cancer. S. G. 
Castigliano and C. J. Rominger.—p. 771. 

Radium in Treatment of Cancer of Tongue. T. P. Eberhard.—p. 789. 

Study of Cervical Lymph Node Metastasis in Squamous Cell Carcinoma 
of Oral Cavity: With Notes on Cleared and Freshly Dissected Speci- 
mens. H. P. Royster, E. D. Moyers Jr., R. B. Williams and R. C. 
Horn Jr.—p. 792. 

Roentgenologic Diagnosis and Follow-Up of Hypopharyngeal Cancer. 
S. Welin.—p. 796. 

Parametrial Injection of Colloidal Gold (Au**) in Monkey. J. F. Nolan, 
E. G. Jones and R. H. Neil.—p. 805. 

Irradiation of Cancer of Uterine Cervix with Radioactive Cobalt 60 in 
Guided Aluminum Needles and in Plastic Threads. J. L. Morton, 
A. C. Barnes, C. H. Hendricks and G. W. Callendine Jr.—p. 813. 

Effect of Dose Rate on LDsw of Mice Exposed to Gamma Radiation 
from Cobalt 60 Sources. J. F. Thomson and W. W. Tourtellote. 
—p. 826. 

Studies on Effects of Continuous Exposure of Animals to Gamma Radi- 
ation from Cobalt 60 Plane Sources. J. F. Thomson, W. W. Tour- 
tellotte, M. S. Carttar and others.—p. 830. 

Nitrogen Balance in Malignant Disease. N. Bolker.—p. 839. 

Description of Cone with Movable Grid for Grid Therapy. L. E. 
Jacobson.—p. 849. 

Abdominal Compression: All-Important Factor in Excretory Urography. 
J. W. Grossman and B. C. Nalle Jr —». 851. 

Cassette Visualizer with Transparen. Top. J. L. Marks and D. J. 
Peik.—p. 853. 


Visualization of Common Duct During Cholecystography.— 
Recent experience with evacuation studies during cholecys- 
tography confirmed in some instances by operative cholangiog- 
raphy has permitted the diagnosis to be made preoperatively, 
thereby enabling the physician to plan the necessary medical 
or surgical therapy. Cholecystography should consist of mul- 
tiple films taken at approximately 8 minute intervals during 
the first 30 minutes following the fatty meal. Additional films 
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at varying time intervals, as determined by the roentgenologist 
should be taken if there is evidence of abnormal biliary func. 
tion. In conjunction with this technique, prostigmine given 
just prior to the fatty meal, aids in the visualization of the 
common duct by its direct constrictive action on the smooth 
muscle of the sphincter of Oddi. Only in this manner can sych 
findings as dysfunction or fibrosis of the sphincter of Oddi oy 
compression of the common duct by pancreatitis be diagnoseq 
by cholecystography. 


American Journal of Surgery, New York 
85:589-710 (May) 1953. Partial Index 


Consideration of Some Non-Malignant Dermatologic Conditions. W. R, 
Nickel.—p. 591. 

Submandibular-Notch Sliding Osteotomy for Surgical Correction of 
Mandibular Retrusion, New Technic: Preliminary Report. A. E. Smith 
and M. Robinson.—p. 606. 

Infantile Cortical Hyperostosis: New Syndrome. C. Litton.—p. 62¢ 

Double Pin Fixation in Face and Jaw Fractures. J. W. Gerrie.—p. 629 

Problem of Management of Premaxilla and Prolabium in Cleft Palat 
Patients. H. A. Ecker.—p. 633. 

Experience with Pharyngeal Flap Operation. M. K. Ruch.—p. 636 

Evaluation of Cleft Palate Surgery. B. F. Edwards.—p. 638. 

*Sympathectomy in Chronic Occlusive Arterial Disease. W. G. Knox and 
H. Parsons.—p. 642. 

Arterial Embolectomy: Report of Successful Aortic, Femoral! and 
Popliteal Embolectomies. W. R. Wilkinson.—p. 648. 

Venous Thrombosis: The Problem and its Management. A. J. D’Ales- 
sandro.—p. 632. 

*Fatal Reaction Following Intravenous 10 Per Cent Dextrose. J. M 
O’Hare, M. W. Shapiro and F. V. Creeden.—p. 658. 

Hip Nailing in Patients of 80 Years or Older: Experiences in 104 Con- 
secutive Personal Cases. G. E. Van Demark and R. E. Van Demark 
—p. 664. 

Unrecognized Leukemia Simulating Apparent Surgical Conditions. L. E 
Schottenfeld and D. Diamond.—p. 669. 

Anesthesia for Intracranial Surgery. A. I. Rosenthal.—p. 673. 

Retrocaval Ureter. S. L. Grossman and J. U. Fehr.—p. 679. 

Vaginal Hysterectomy: Description of its Advantages, Technic and 
Review of 129 Cases. A. A. Levi.—p. 683. 

Neoplasms of Small Bowel. H. Rosenfeld and J. Brinkman.—p. 69! 


Sympathectomy in Occlusive Arterial Disease.—Earlier reports 
(beginning in 1935) on sympathectomy in peripheral vascular 
sclerosis were concerned chiefly with patients with advanced 
disease. The purpose of the operation was to promote healing 
of an amputation stump or to arrest progressive tissue necrosis. 
Recently surgeons have emphasized the value of earlier opera- 
tion for these patients before necrosis of any great extent oc- 
curred, either to prolong the usefulness of the limb or in the 
treatment of intermittent claudication. Knox and Parsons pre- 
sent observations on 32 patients with various stages of periph- 
eral arteriosclerosis treated by lumbar sympathectomy in the 
five year period ending in December, 1951. There were no 
operative deaths. Despite the use of a variety of diagnostic 
and prognostic tests, there was no infallible procedure or 
combination of procedures that accurately predicted the result 
of sympathectomy. Arteriography and plethysmography were 
the most helpful. Sympathectomy is of value in the majority 
of patients with symptomatic peripheral sclerosis, particularly 
in persons in whom tests indicate some residual vasomotor 
activity. The poor results in patients with tissue necrosis were 
emphasized, not to condemn the operation in this group but 
to urge earlier intervention. Earlier intervention is particularly 
desirable in patients with claudication as their main complaint, 
since it is in this group that best results were obtained. 


Fatal Reaction Following Intravenous Administration of 
Dextrose Solution—An 18-year-old woman had had _ in- 
capacitating asthmatic attacks for the previous four summers. 
She was hospitalized because of abdominal pain for two days 
and no bowel movements for one week. Abdominal exploration 
and appendectomy was done on the fourth day. On the after- 
noon of the day of operation, the patient was receiving 2,(00 
ce. of fluid intravenously. The second 1,000 cc. of 10% 
dextrose had just been added when she had a chill. Her 
temperature rose immediately to 106 F, with a blood pressure 
of 60/0. The remaining portion of the intravenous fluid was 
sent to the laboratory for examination. On the following day 
a medical consultant made a diagnosis of probable strepto- 
coccic septicemia, with acute adrenal insufficiency and bilateral 
bronchopneumonia. The patient’s condition did not improve, 
and on the morning of the third postoperative day the blood 
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pressure gradually dropped in spite of transfusion. The tem- 
perature rose to 107 F, oliguria developed, and the pulse dis- 
appeared. The patient died 64 hours after the administration 
of the suspected intravenous fluid. Culture of heart blood and 
of the spleen grew Aerobacter aerogenes. The most important 
patholagical changes were those in the lungs and consisted of 
an allergic type of bronchiolitis and bronchitis with secondary 
widespread atelectasis. There were also widespread focal areas 
of hemorrhage and foci of infarction of the myocardium and 
the liver, probably best explained on the basis of anoxia. The 
kidneys showed early lower nephron nephrosis. The mecha- 
nism of death was thought to be respiratory failure due to 
anoxia secondary to the allergic bronchitis and bronchiolitis, 
with resultant widespread atelectasis. The authors assume that 
the organism A. aerogenes was in the bottle of the solution 
before being given to the patient and that it was responsible 
for the generalized anaphylactic picture. 


Am. J. Syphilis, Gonorrhea and Ven. Dis. St. Louis 


37:101-200 (March) 1953 


Studies of Treponema Pallidum Immobilization (TPI) Test: I. Effect of 
Increased Sodium Thioglycolate and Complement. J. Portnoy, A. 
Harris and S. Olansky.—p. 101. 

Id.: II. Evaluation of Quantitative Control Serums. A. Harris, J. Portnoy, 
V. H. Falcone and S. Olansky.—p. 106. 

Modification of Nelson Treponemal Sustaining Medium for Use in 
Treponema Pallidum Immobilization Test. V. R. Saurino.—p. 112. 

Technical Contribution to Treponemal Immobilization Test. P. Durel, 
L. Borel and A, Sausse.—p. 128. 

Study of Patients with Negative Kahn Standard Tests and Reactive 
VDRL Tests for Syphilis. S. Olansky, C. D. Bowdoin, A. Harris and 
D. S. Rambo.—p. 134. 

Isolation and Purification of Protein Antigen of Reiter Treponema: 
Study of Its Serologic Reactions. G. D’Alessandro and L. Dardanoni. 
—p. 137. 

Public Health Control of Syphilis and Yaws (Frambesia Tropica), with 
Special Reference to International WHO/UNICEF Assisted Program 
in Indonesia. C. M. Hasselmann.—p. 151. 

Case of Gumma of Brain with Hypothalamic Symptoms. N. Raskin. 
—p. 156. 

Progressive Bulbar Palsy Due to Syphilis: Case Report. R. E. Cook. 
—p. 161. 

Chloromycetin Treatment of Gonorrhea: Evaluation of Single Oral Dose 
Administered to Patients with Acute Gonorrheal Urethritis. C. D. 
Barrett Jr. and M. E. Burton.—p. 165 

Lymphogranuloma Inguinale Complicated by Carcinoma. B. H. White 
and J. M. Miller.—p. 177. 


American Review of Tuberculosis, New York 
67:553-706 (May) 1953 


*Effect of Streptomycin on Emergence of Bacterial Resistance to Iso- 
niazid. United States Public Health Service Cooperative Investigation. 
—p. 553. 

Pulmonary Function in Pregnancy: I. Serial Observations in Normal 
Women. D. W. Cugell, N. R. Frank, E. A. Gaensler and T. L. 
Badger.—p. 568. 

*Comparative Study of Effectiveness of Laryngeal Swabs and Gastric 
Aspiration for Detection of M. Tuberculosis in Chest Clinic Patients. 
A. D. Chaves, L. R. Peizer and D. Widelock.—p. 598. 

Roentgenographic Classification of Tuberculous Lesions of Kidney. J. K. 
Lattimer.—p. 604. 

Tuberculous Meningitis in Adult: Review of 60 Consecutive Streptomycin- 
Treated Cases. E. A. Riley.—p. 613. 

Toxic Lipid Component of Tubercle Bacillus (“Cord Factor’’): I. Isola- 
tion from Petroleum Ether Extracts of Young Bacterial Cultures. 
H. Bloch, E. Sorkin and H. Erlenmeyer.—p. 629. 

Further Observations on Pharmacology of Isoniazid. B. Rubin and J. C. 
Burke.—p. 644. 

Long-Term Toxicity and Metabolic Effects of Isoniazid in Adults. E. W. 
Mullin, K. W. Wright and P. A. Bunn.—p. 652. 

Specificity of Hemagglutinin Adsorption Technique in Serologic Study of 
Tuberculosis. W. L. Gaby, J. Black and A. Bondi Jr.—p. 657. 


Effect of Streptomycin on Bacterial Resistance to Isoniazid.— 
Preliminary bacteriological results are presented from a large- 
scale clinical trial on 150 tuberculous patients treated for 28 
weeks with isoniazid alone, isoniazid combined with strepto- 
mycin, and streptomycin combined with p-aminosalicylic acid. 
The sputum of a high proportion of the patients became 
bacteriologically negative with all three treatment regimens, 
isoniazid with streptomycin giving the highest number and 
isoniazid alone the least. The absolute percentage of patients 
whose sputum became negative apparently depended on such 
factors as the severity of the disease and previous antimicrobial 
treatment. The presence of cavities tends to reduce the chances 
of a patient’s having negative sputum after a course of 
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isoniazid therapy. Almost all cultures of sputum that was still 
positive after 28 weeks of treatment showed some resistance 
to isoniazid when it had been the only drug administered; 
nearly all showed resistance of some degree to both strepto- 
mycin and isoniazid when both were used; and all cultures 
were at least moderately resistant to streptomycin when both 
streptomycin and p-aminosalicylic acid were used. Thus, all 
cultures positive for Mycobacterium tuberculosis obtained after 
28 weeks of treatment with any of these drug combinations 
contained tubercle bacilli that were to some degree more re- 
sistant to the particular drugs (excluding p-aminosalicylic 
acid) to which they had been exposed. In another and more 
critical respect the three regimens proved to be unequal. 
Tubercle bacilli were detected after 28 weeks of treatment 
in the cultures of one-half of the isoniazid-treated patients, in 
one-third of the patients treated with streptomycin and 
p-aminosalicylic acid and in one-fourth of the patients treated 
with streptomycin and isoniazid. Thus, while all positive cul- 
tures of patients treated with any of the three regimens con- 
tained organisms resistant to the drugs given, substantially 
fewer patients continued to have cultures positive for tubercle 
bacilli after treatment with the combination of streptomycin 
and isoniazid. The regimen that offers the greatest probability 
of the sputums becoming negative provides also almost certain 
development of resistance to both streptomycin and isoniazid 
if the sputum has not become negative by the end of the 
course of therapy. The other two regimens that offer less 
chance of sputum conversion will produce bacilli resistant to 
only one of the potent drugs, leaving either streptomycin or 
isoniazid for subsequent use. 


Laryngeal Swabs for Culture of Mycobacterium Tuberculosis. 
—Two laryngeal swabs were taken concomitantly with an 
aspiration of gastric contents in 1,418 patients in chest clinics 
operated by the Bureau of Tuberculosis of the New York City 
Health Department. Cultures for Mycobacterium tuberculosis 
were prepared 24 hours later. Of the 1,418 patients, 207 
(almost 15%) had cultures positive for Myco. tuberculosis 
from the gastric contents, from the laryngeal swabs, or from 
both sources. Of these, 187 (90%) showed growth from the 
gastric contents, and 135 (65%) from the swabs. Thus, two 
laryngeal swabs taken at the same time proved to be approxi- 
mately 72% as effective as a single gastric aspiration for the 
detection of Myco. tuberculosis. In spite of the conveniences 
of the swab technique in the clinic, gastric aspiration remains 
the method of choice for the detection of Myco. tuberculosis 
in patients unable to produce an adequate sputum specimen. 
The laryngeal swab technique is worthy of adoption as an 
additional diagnostic tool for the bacteriological diagnosis of 
tuberculosis in ambulatory patients to be used when gastric 
aspiration cannot be readily performed. 


Anesthesiology, Philadelphia 
14:215-320 (May) 1953 


*Intravenous Use of Thiophanium Derivative (Arfonad®—R02-2222) for 
Production of Flexible and Rapidly Reversible Hypotension During 
Surgery. M. J. Nicholson, S. J. Sarnoff and J. P. Crehan.—p. 215. 

Postanesthetic Hypotension Following Cyclopropane: Its Relationship to 
Hypercapnia. J. J. Buckley, F. H. Van Bergen, A. B. Dobkin and 
others.—p. 226. 

Placental Transmission of D-Tubocurarine Chloride from Maternal to 
Fetal Circulation in Dogs. C. B. Pittinger and L. E. Morris.—p. 238. 
Effects of Depth of Anesthesia on Behavior of Peripheral Vascular Bed. 

S. G. Hershey, B. W. Zweifach and E. A. Rovenstine.—p. 245. 

An Evaluation of Use of Thiopental and Decamethonium Bromide for 
Rapid Endotracheal Intubation. E. Colon-Yordan, T. N. Mackrell and 
H. H. Stone.—p. 255. 

Comparative Qualities of Three New Local Anesthetic Drugs: Xylo- 
caine®, Cyclaine®, and Pravocaine®. O. B. Crawford.—p. 278. 

Intravenous Avertin® Anesthesia. C. S. Dwyer, W. G. Strout and P. B. 
Thomas.—p. 291. 

Phylogenetic Planes in Anesthesia. N. Davis.—p. 299. 

Discussion of Anesthetic Procedures for Fenestration Operation (2,375 
Cases). L. A. Stubensey.—p. 303. 


Intravenous Use of Thiophanium Derivative.—Twenty-five pa- 
tients with moderate hypertension or normal blood pressure 
were given a thiophanium derivative just before operation 
to bring about controlled hypotension. The drug used was 
Arfonad (d-3,4[1’,3’-dibenzyl-2'-keto-imidazolido]-1,2 trimethyl- 
ene thiophanium d-camphor sulfonate). Intravenous adminis- 
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tration of a solution containing 0.25 to 1 mg. of Arfonad 
per cubic centimeter was started at a rate of 0.5 to 4 mg. 
per minute, with the patient placed in the supine position 
in a 5 degree head-up position. The patient’s blood pressure 
was quickly reduced and the rate of administration of Arfonad 
was then lowered to 0.25 to 0.5 mg. per minute. The anes- 
thetic agents used were ether, cyclopropane, nitrous oxide, 
thiopental sodium, or decamethonium (Syncurine) bromide. 
Arfonad apparently was not incompatible with any of these 
anesthetic agents. The same flexible, graded, and readily re- 
versible lowering of the arterial blood pressure was obtained 
in these anesthetized patients who were undergoing operations 
as had been previously obtained in unanesthetized patients. 
Middle-aged, moderately hypertensive patients were definitely 
more susceptible to the vasodepressor action of Arfonad than 
the younger normotensive patients. Administration of hexame- 
thonium chloride in addition to Arfonad had little effect in 
lowering the blood pressure that was not decreased with 
Arfonad alone. The graded, flexible vasodepressor response to 
the intravenous administration of Arfonad makes it possible to 
select and maintain an ideal hypotensive level by varying 
the flow rate. The hypotensive state is associated with a 
disturbance in the heat-regulating mechanism because of the 
prolonged peripheral vasodilitation. Therefore, a state of hypo- 
thermia is to be expected at the conclusion of the operation. 
Once the state of hypotension has been induced, very little 
additional anesthetic agent is required. It was the impression 
of the operating surgeons that the tendency to bleed and the 
actual loss of blood were less than would have occurred had 
the arterial pressure remained normal. Postoperative hemor- 
rhage, such as might have been expected from smaller vessels 
that had been severed but had not been observed because 
of the hypotension, was not encountered. Six illustrative cases 
are described in detail. Arfonad is a useful agent for the 
production of graded and reversible hypotension with ether, 
cyclopropane, nitrous oxide, and thiopental anesthesia alone or 
in combination. The need to predict the depressor response of 
any given patient to a given dose of a drug has been modified 
by the continuous intravenous use of this agent, as the de- 
pressor effect of Arfonad is transient. 


Annals Otol., Rhin. and Laryngology, St. Louis 
62:1-284 (March) 1953. Partial Index 


Further Microscopic Studies of Secretions of External Auditory Canal. 
C. D. Carr and B. H. Senturia.—p. 18. 

Otogenic Intracranial Complications in “Antibiotic Era.’”” M. Tamari and 
R. Henner.—p. 27. 

Angiomas of Interest to Otolaryngologist. F. Z. Havens and H. B. 
Lockhart.—p. 36. 

Tinnitus Aurium in Normally Hearing Persons. M. F. Heller and 
M. Bergman.—p. 73. 

*Controlled Comparison of Eighth Nerve Toxicity of Streptomycin and 
Dihydrostreptomycin. W. E. Heck, W. J. Lynch and H. L. Graves. 
—p. 101. 

Intranasal Encephalomeningocele. W. B. Finerman and E. I. Pick. 
—p. 114. 

Toxic Effects of Dihydrostreptomycin Upon Central Vestibular Mechanism 
of Cat. J. Winston, F. H. Lewey, A. Parenteau and others.—p. 121. 
Cardiospasm Associated with Pneumonitis, Bronchial Granuloma and 

Broncholithiasis. H. I. Laff.—p. 144. 

Selection of Operation for Cancer of Larynx. J. J. O’Keefe.—p. 152. 

Nasal Implants in Children and in Adults; with Preliminary Note on 
Use of Ox Cartilage. M. H. Cottle, T. J. Quilty and R. A. Bucking: 
ham.—p. 169. 

Reflections on Aetiology of Simple Inflammatory Affections of Upper 
Air-Passages. J. N. Mackenzie.—p. 176. 


Toxicity of Streptomycin and Dihydrostreptomycin for Eighth 
Nerve.—--Heck and associates in 1951 compared the relative 
toxicity of streptomycin and dihydrostreptomycin in a con- 
trolled experiment. The primary objective was to note the 
relative therapeutic effects on pulmonary tuberculosis; as a 
corollary, the toxicity of both drugs was checked. Patients 
considered suitable for chemotherapy were alternately assigned 
to one of two groups. One group received drug “A” and the 
other~drug “B.” One drug was streptomycin sulfate and the 
other dihydrostreptomycin sulfate. Which was “A” and which 
was “B” was not known to the physicians in charge. Each 
patient received 1 gm. daily of one of the drugs for a total 
of 120 days. Each drug was given to 34 patients. Dihydro- 
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streptomycin was more consistently effective than streptomy. 
cin. Studies on ototoxicity revealed that only 2 of 34 patients 
who received dihydrostreptomycin had vestibular disturbances. 
they were subjective only, consisting of transient minima] 
vertigo. Auditory disturbances, however, were evident in fiye 
patients. Six of the 34 patients receiving streptomycin hag 
vestibular disturbances. No auditory disturbances occurred jp 
this group. The neurotoxic effects on the eighth nerve by 
streptomycin were predominantly upon the vestibular appa. 
ratus and of dihydrostreptomycin on the auditory apparatus. 
It may be postulated that the vestibular dysfunction is rever- 
sible because the apparatus is an older, more primitive 
mechanism. The newer, exceedingly delicate auditory appa- 
ratus, on the contrary, has little recuperative ability. 


Antibiotics & Chemotherapy, Washington, D. C. 
3:333-472 (April) 1953. Partial Index 


Streptomycin: Background, Isolation, Properties, and Utilization. S. A, 
Waksman.—p. 333. 

Treatment of Pneumococcus Pneumonia and Some Common B Hemolytic 
Streptococcus Infections with an Oral Penicillin Suspension. L. Finberg, 
I. Leventer and A. Tramer.—p. 353. 

*Scarlet Fever and Mixed Infections of Throat and Nasopharynx 
Treated Orally with Dibenzylethylenediamine Dipenicillin G. L. L 
Coriell, R. M. McAllister, E. Preston III, and A. D. Hunt.—p. 357 

Dibenzylethylenediamine Dipenicillin G (Bicillin) in Dental Use: Clinical 
Observations on 150 Patients. I. G. Nathanson, G. E. Morin and §. P. 
Mallett.—p. 368. 

Isoniazid and Neohetramine® in Delayed Treatment of Experimental 
Tuberculosis. C. J. Duca, F. J. Turner, E. Meyers and M. V. Rothlauf. 
—p. 375. 

In Vitro Susceptibility of Actinomyces to Terramycin. A. Howell Jr, 
—p. 378. 

Thioaurin, a new Crystalline Antibiotic. W. A. Bolhofer, R. A. Mach- 
lowitz and J. Charney.—p. 382. 

New Sulfur-Containing Antibiotic, Produced by Streptomyces, Active 
Against Bacteria and Fungi. W. Eisenman, P. P. Minieri, A. Abbey 
and others.—p. 385. 

Studies on an Antibiotic Extract of Leptotaenia Multifeda. S. Marcus 
and D. W. Esplin.—p. 393. 

Antimalarial Activity of f-Resorcylic Acid and Analogs and Reversal 
by p-Hydroxybenzoic Acid. P. E. Thompson, A. M. Moore, J. W 
Reinertson and A. Bayles.—p. 399. 

Correlation of Results of Disk Antibiotic Sensitivity Tests and Clinical 
Course of 69 Patients with Acute Bacterial Meningitis. N. H. Broom. 
P. C. Martineau and D. C. Young.—p. 409. 

An Evaluation of Commercial Prophylactics in Experimental Syphilis. 
C. M. Carpenter and R. A. Boak.—p. 415. 

Vehicle for Topical Use of Certain Therapeutic Agents. A. Prigot, L. T. 
Wright and E. T. Quash.—p. 418. 

l-Ephenamine Penicillin and Procaine Penicillin: Comparative Studies. 
J. N. Spencer and H. G. Payne.—p. 421. 

Use of 5-Nitro-2-Furaldehyde-2 (2-Hydroxyethyl) Semicarbazone (Fura- 
droxyl) in Treatment of Experimental Trypanosomiasis in Laboratory 
Animals. B. A. Cole, L. P. Frick, E. P. Hodges and R. E. Duxbury. 
—p. 429. 


Scarlet Fever Treated Orally with New Salt of Penicillin —An 
oral suspension of N,N’dibenzylethylenediamine dipenicillin 
G (Bicillin) was used in the treatment of 27 children with 
scarlet fever and 9 children and 2 adults with other infections 
of the throat and nasopharynx. The scarlet fever patients re- 
ceived the medication in average doses of 7,000 or 13,000 
units per kilogram of body weight every six or eight hours. 
The drug was given on an empty stomach one hour before 
breakfast. To obtain comparative blood levels, each of 24 
patients with scarlet fever received one dose with breakfast. 
Blood samples were withdrawn at varying intervals after 
medication to determine the blood concentration of penicillin. 
The average penicillin blood level rose more rapidly and to a 
higher level when the drug was administered on an empty 
stomach, but the blood level was more sustained when given 
with a meal. The differences were slight. The drug may be 
given without regard to the meals. All patients recovered 
rapidly and without complications or sequelae. The clinical 
response was as good in those showing blood levels of less 
than 0.025 unit per milliliter as in those showing higher 
penicillin plasma concentrations. There was no evidence of 
kidney damage nor of rheumatic fever as a result of strepto- 
coccic infection; no suppurative sequelae nor side-effects oc- 
curred. No serious or lasting cardiac abnormalities were 
demonstrated by electrocardiograms. The oral suspension 1s 
palatable, was accepted without difficulty by all patients m 
both groups, and was well tolerated. 








953 


my- 
ients 
1Ces; 
imal 

five 


d in 
by 
PPpa- 
atus, 
Ver- 
itive 


Ppa- 


. A, 


lytic 
berg, 


irynx 
- 


nical 


S. P. 


ental 
lauf, 


L 3, 
lach- 


ctive 


bbey 
ircus 


ersal 


W. 


nical 
OM. 


hilis. 
oo he 
dies. 
ura- 


tory 
ury. 


-An 
Hin 
vith 
ons 

Te- 
O00 
urs. 
ore 

24 
ast. 
fter 
lin. 
Oa 
pty 
ven 

be 
red 
ical 
ess 
her 


)to- 
OC- 


Vol. 152, No. 17 


Archives of Pediatrics, New York 
70:107-140 (April) 1953 
Obstructive Laryngeal Lesions in the Infant. J. J. O’Keefe.—p. 107. 
*Domestic Water Fluoridation: Its Pathogenic Potentialities. W. J. 
McCormick.—p. 114. 
Etiology and Occurrence of Arterial Hypertension in Poliomyelitis: Re- 
view of Literature. E. Coryllos.—p. 122. 
Chronic Constipation in Children. H. B. Sheffield.—p. 135. 


Pathogenic Potentialities of Domestic Water Fluoridation.— 
In 1930 it was established by biochemists in Arizona that 
fluorine in the water of the regions where “mottled” teeth are 
prevalent was responsible for this condition. The discovery 
that the incidence of tooth decay was also low in regions with 
relatively high fluorine content in the drinking water quickly 
led to the assumption that the natural fluorine content of the 
local water supply was the beneficial agent. Little attention 
was given to the possible favorable effects of sunlight, to the 
superior mineral content of foods, or to the fact that these 
regions produced citrus fruit with its high content of vitamin 
C. The precipitous conclusion regarding the relation of fluorine 
to dental health quickly led to agitation for fluoridation of 
domestic water supplies, with the result that some 20 million 
Americans are compelled to partake of this medicated beverage 
irrespective of its possible long-term deleterious effects. The 
author directs attention to the strong affinity of fluorosis for 
calcium, which makes it unite with the calcium of teeth and 
bones. The ingestion of vegetable and animal food from areas 
with high fluorine concentration has resulted in the cumulative 
deposition of this element in the bones and teeth of man and 
animals. Subjects who have been using naturally fluoridated 
water for several decades have considerable periodontal dis- 
ease, With enlargement of the roots and narrowing or closure 
of root canals and pulp chambers; premature aging of the 
tooth structure is promoted and extraction is made very 
difficult, with tendencies to root fracture. Many of these 
patients have severe gingivitis and pyorrhea. Workers in cryo- 
lite mining, who inhale fluorine dust, exhibit not only the 
aforementioned dental defects but also osteophyte formations 
on bones, osteosclerosis, calcification of tendons, “poker 
backs,” and fixation of the thoracic wall. These same effects 
have been noted in parts of Africa and India where the natives 
have long been using naturally fluoridated water. The author 
offers suggestions for protection against the toxic effects of 
fluorine for those who fiind themselves unwilling subjects of 
this experiment in mass medication. 1. He recommends the 
daily ingestion of small doses (5 to 10 grains [0.3 to 0.6 gm.]) 
of certain innocuous calcium salts; calcium ascorbate is par- 
ticularly valuable, since it also releases vitamin C. 2. An 
optimal intake of foods rich in calcium is desirable, such as 
milk products and green salad vegetables. 3. An optimal intake 
of citrus fruits will provide natural vitamin C to help counter- 
act the toxic fluoride. 


Arizona Medicine, Phoenix 


10:161-214 (May) 1953 


Chronic Gastritis. M. L. Sussman and B. Copleman.—p. 161. 
Comparison of Peritrate® and Other Organic Nitrates in Treatment of 
Angina Pectoris. E. Phillips.—p. 171. 


Blood, New York 
8:399-490 (May) 1953 


Immunologic Studies of Hemoglobins: 1. Production of Antihemoglobin 
Sera and Their Immunologic Characteristics. A. I. Chernoff.—p. 399. 

Id.: II. Quantitative Precipitin Test Using Anti Fetal Hemoglobin Sera. 
A. I. Chernoff.—p. 413. 

Differences in Antigenic Specificity of Human Normal Adult, Fetal, 
and Sickle Cell Anemia Hemoglobin. M. Goodman and D. H. 
Campbell.—p. 422. 

Two Cases of Sickle Cell Disease Presumably Due to Combination of 
Genes for Thalassemia and Sickle Cell Hemoglobin. J. V. Neel, H. A. 
Itano and J. S. Lawrence.—p. 434. 

Paroxysmal Nocturnal Hemoglobinuria: Plasma Factors of Hemolytic 
System. W. H. Crosby.—p. 444. 

Red Cell Stroma in Dogs: Variations in Stroma Protein and Lipid 
Fractions Related to Experimental Conditions. G. H. Tishkoff, F. S. 
Robscheit-Robbins and G. H. Whipple.—p. 459. 

Some Aspects of Metabolism of Antimegaloblastic Substance in Man. 
R. H. Girdwood.—p. 469. 
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Circulation, New York 
7:641-800 (May) 1953 


Studies in Peripheral Arterial Occlusive Disease: I. Methods and 
Pathologic Findings in Amputated Limbs. S. Wessler and M. J. 
Schlesinger.—p. 641. 

Study of Unipolar Left Back Leads and Their Application to Posterior 
Myocardial Infarction. §. R. Elek, L. M. Herman and G. C. Griffith. 
—p. 656. 

Bronchoscopic Measurement of Left Auricular Pressure. P. R. Allison 
and R. J. Linden.—p. 669. 

Cardiovascular Dynamics, Blood Volumes, Renal Functions and Electro- 
lyte Excretions in Same Patients During Congestive Heart Failure and 
After Recovery of Cardiac Compensation. L. W. Eichna, S. J. Farber, 
A. R. Berger and others.—p. 674. 

Plasma Electrolyte Concentrations in Ambulatory Cardiac Patients. N. S. 
Bricker and L. G. Wesson Jr.—p. 687. 

Measurement of Liver Circulation by Means of Colloid Disappearance 
Rate: I. Liver Blood Flow in Normal Young Men. E. L. Dobson, G. F. 
Warner, C. R. Finney and M. E. Johnston.—p. 690. 

Successful Prevention of Experimental Hypercholesteremia and Cholesterol 
Atherosclerosis in Rabbit. O. J. Pollak.—p. 696. 

*Reduction of Blood Cholesterol in Man. O. J. Pollak.—p. 702. 

Electrophoretic and Ultracentrifugal Analysis of Serum Lipoproteins of 
Normal, Nephrotic and Hypertensive Persons. L. A. Lewis and I. H. 
Page.—p. 707. 

Cardiac Output, Central Volume and Dye Injection Curves in Traumatic 
Arteriovenous Fistulas in Man. G. E. Schreiner, N. Freinkel, J. W. 
Athens and W. Stone III.—p. 718. 

Studies of Cerebral Circulation and Metabolism in Congestive Heart 
Failure. P. Novack, B. Goluboff, L. Bortin and others.—p. 724. 

Calibration of Direct Ballistocardiogram. T. J. Reeves, K. Willis, 
E. Booth and H. Ellison.—p. 732. 

Correlation of Ballistocardiogram with Work Performance and Energy 
Cost for Guidance in Rehabilitation of Cardiac Patients. H. Brown, 
S. H. Rinzler and J. G. Benton.—p. 740. 


Reduction of Blood Cholesterol in Man.—Cholesterol is regu- 
larly found in human atherosclerotic lesions, and many 
manifestations of disease are caused by the presence of 
cholesterol in the vessel wall. A plant sterol mixture that 
contains 75 to 80% of sitosterols was given a trial as anti- 
cholesteremic agent in 26 healthy persons. The daily intake 
was 5 gm., divided into two doses, or 7 gm. or 10 gm. 
divided into three roughly equal doses taken with the meals 
for from eight days to eight months. All persons were on their 
usual diet. No restriction of intake of cholesterol and fats was 
attempted. Results showed that there are individual variations 
in the response to sitosterol. In some persons the daily dose 
and the total dose of sitosterol required to lower the blood 
cholesterol level may be twice the dose required in other 
persons with comparable initial levels. The response of free 
and ester cholesterol was almost always the same and the 
percentage of free to total cholesterol varied only slightly. No 
differences were seen in persons of different age or between 
men and women. On daily doses of 5, 7, or 10 gm. of sitosterol 
the minimum blood cholesterol level was reached within 7 to 
14 days. Further decreases after this period were slight, even 
when 10 gm. were taken for two months. The higher the 
original blood cholesterol level the easier it was to depress it. 
Blood cholesterol levels below 200 mg. per 100 cc. could not 
be influenced. The more rapid and the more complete the 
depression of total free and ester cholesterol levels were, the 
more rapid was the return of these levels to the original height 
after the cessation of sitosterol therapy. In some persons, the 
return required 14 days and in others as long as 40 days. The 
administration of sitosterol appears to be a simple way to 
lower the blood cholesterol level. The author's experiments 
verified that sitosterol is not resorbed by man and that its oral 
intake does not interfere with health or with the metabolism of 
any foodstuff other than cholesterol. Ingestion of sitosterol in 
proper amounts prevents intestinal resorption of cholesterol. 
This results in lowering of blood cholesterols to the basal en- 
dogenous level. Continuous administration of sitosterol is 
required for maintenance of the basal blood cholesterol level. 


Connecticut State Medical Journal, Hartford 
17:379-490 (May) 1953 


Management of Acute Injuries. A. P. Heusner.—p. 383. 

Arthritis and Employment. H. H. Kessler.—p. 391. 

Toxemia of Pregnancy: Survey. L. C. Chesley.—p. 393. 

Congenital Polycystic Disease of Liver. M. Caplan and D. H. Badner. 
—p. 398. 

Psychiatric Residency Training Program: 1. General Scope and Aims of 
Program. F. J. Braceland.—p. 401. 

The Physically Handicapped in Industry. J. K. Northrop.—p. 403. 
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Delaware State Medical Journal, Wilmington 


25:103-126 (May) 1953 


The Electrocardiograph, Electrolytes, and Toxemia of Pregnancy. W. F. 
Preston, E. M. Bohan and J. R. Durham.—p. 103. 

Further Observations on Use of Post-Prandial Blood Sugar in Treatment 
of Diabetes Mellitus: Apparent Cure of Three Obese Diabetics. E. M. 
Bohan, J. L. Ackerman, T. V. Hynes and H. A. Tarrant.—p. 108. 

Surgical Considerations of Thromboembolic Phenomena. C. J. Dougherty. 
—p. 114. 

Early Diagnosis of Poliomyelitis. G. J. Boines.—p. 119. 


Endocrinology, Springfield, Il. 
§2:367-488 (April) 1953 


Response of Succinoxidase System of Rat Liver Homogenates to Single 
Dose of Thyroxine. H. J. Lipner and S. B. Barker.—p. 367. 

Influence of Adrenal Cortex on Aerobic Glycolysis by Normal and 
Malignant Rat Lymphoid Tissue. S. Roberts and A. White.—p. 372. 
Effects of Amphenone “B” on Thyroid and Adrenal Functions, J. R. 

Hogness, N. D. Lee and R. H. Williams.—p. 378. 

Protein Anabolic Effect of Testosterone Propionate and Its Relationship 
to Insulin. O. V. Sirek and C. H. Best.—p. 390. 

Conjoint Effects of Pyridoxine Deficiency and Anterior Pituitary Growth 
Hormone Administration in Rat. J. Beare, J. R. Beaton, F. Smith and 
E. W. McHenry.—p. 396. 

Effect of Aspirin Upon Glycosuria of Partially Depancreatized Rats in 
Presence and Absence of Adrenal Glands. D. J. Ingle, D. F. Beary 
and A. Purmalis.—p. 403. 

Antagonists to Cortisone: ACTH-Like Action of Steroids. R. Gaunt, 
C. H. Tuthill, N. Antonchak and J. H. Leathem.—p. 407. 

Anemia in Rabbit During Pregnancy and Following Treatment with 
Water Soluble Ovarian Extracts. M. X. Zarrow and I. G. Zarrow. 
—p. 424. 

Pituicytes and Origin of Antidiuretic Hormones. T. F. Leveque and 
E. Scharrer.—p. 436. 

In Vivo Metabolism of Cortisone. S. Burstein, K. Savard and R. I. Dorf- 
man.—p. 448. 

Effect of Adrenalectomy, Surgical Trauma, and Ether Anesthesia Upon 
Capillary Resistance of Albino Rat. J. Kramar and M. Simay-Kramar. 
—p. 453. > 

Effects of Androgen and Estrogen in Castrated and Hypophysectomized 
CsH Mice. D. J. Ferguson and M. B. Visscher.—p. 463. 

Effects of Corticosteroids on Urinary Formaldehydogenic Corticoids and 
17-Ketosteroids in Normal and Subtotally Hepatectomized Rats. F. Del 
Greco, G. M. C. Masson and A. C. Corcoran.—p. 474. 


Gastroenterology, Baltimore 
23:533-704 (April) 1953 


SYMPOSIUM ON ULCERATIVE LESIONS OF THE SMALL BOWEL 
AND COLON 


*Treatment of Chronic Ulcerative Colitis. G. Crile Jr.—p. 533. 

Life Stress and Regional Enteritis. W. J. Grace.—p. 542. 

*Regional Enteritis—Its Allergic Aspects. A. H. Rowe, A. Rowe Jr. and 
K. Uyeyama.—p. 554. 

Chronic Ulcerative Colitis Long-Term Studies on Clinical and Bac- 
teriologic Response to Aureomycin. M. H. Streicher, G. G. Jackson 
and R. Kniering.—p. 572. 

Extensive Entero-Colic Resection for Diffuse Ileitis: 22 Month Post- 
Operative Study with Death Due to Jejunitis. D. D. Kozoll, D. M. 
Pobanz and L. Baker.—p. 578. 

Peroral Jejunoscopy and Duodenoscopy: Endoscopy of Uppermost Small 
Intestine After Total Gastrectomy. M. Paulson.—p. 593. 

Tubeless Gastric Analysis: Study of 100 Cases. C. A. Flood, B. Jones, 
W. M. Rotton and H. Schwarz.—p. 607. 

Sigmoidoscopic Examination: Indications, Technique and Analysis of 
4500 Consecutive Examinations. P. L. Shallenberger and P. Fisher. 
—p. 612. 

Prolapse of Gastric Mucosa: Summary of 150 Cases. A. Melamed, R. S. 
Haukohl and A. Marck.—p. 620. 

Gastric Mucin and Its Constituents: Physico-Chemical Characteristics, 
Cellular Origin, and Physiological Significance. G. B. J. Glass.—p. 636. 


Treatment of Ulcerative Colitis.—Ileostomies with simultane- 
ous subtotal colectomies (removal of the colon down to the 
lowest part of the sigmoid that can be exteriorized) were 
performed on 15 patients with acute toxic ulcerative colitis. 
The two patients who died were moribund at the time of 
operation. The mortality rate was one-fourth of that following 
ileostomy alone or conservative treatment. Subtotal colec- 
tomies with simultaneous ileostomies were performed in 35 
patients with chronic ulcerative colitis with no deaths. There 
were no deaths following the removal of the rectal stump in 
all of these patients. Indications for subtotal colectomy with 
simultaneous ileostomy in ulcerative colitis included a long- 
continued ulcerative process or pseudopolypoid change. In such 
cases the colon should be removed to prevent the development 
of cancer, and the risk of colectomy is much less than that of 
cancer. Another indication is systemic manifestations of the 
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disease, such as arthritis or pyoderma gangrenosum. In these 
cases the colon should be removed promptly before irreversible 
damage is done or before the patient’s general condition 
becomes so poor that life is endangered. In acute toxic ulcera. 
tive colitis the colon should be removed as soon as possible 
because the risk of the disease is high and colectomy is the 
most effective means of preventing its fatal complications. |p 
any case of acute toxic ulcerative colitis in which the colon 
is distended, perforation is impending and a fatal termination 
is apt to ensue if an emergency colectomy is not performed. 
Although medical treatment and a trial with steroid therapy 
may have its place in the treatment of many of the mild or 
chronic manifestations of the disease, acute toxic ulcerative 
colitis with distention of the colon is a surgical emergency and 
should be treated by immediate colectomy. 


Allergic Regional Enteritis—Regional enteritis due to food 
allergy is reported in three women, aged 41, 30 and 49 res- 
pectively. That the regional enteritis in the first patient was 
due to food allergy was shown by the rapid relief of all symp- 
toms and continued control for five years with a milk-free diet. 
The abdominal pain, cramping, and diarrhea reappeared in one 
day with the reintroduction of milk. This milk allergy was not 
indicated by skin testing or leukopenic index. The diagnosis 
originally was made by history and x-ray findings, and was 
confirmed by microscopic examination of a surgically removed 
portion of the inflamed ileum. In the second patient, the 
correlation of relief and recurrences with elimination or addi- 
tion of milk, egg, and fruits indicated food allergy as the cause 
of the regional enteritis. Breaks in the diet caused a recurrence 
of symptoms. A new physician placed her on a soft, general 
diet. Increasing symptoms with anorexia and finally obstruction 
of the terminal ileum led to the resection of the involved 
bowel. For two postoperative months, with a soft, general diet 
containing the allergenic foods, four to six daily loose bowel 
movements continued. The authors believe that the recent 
resection of the ileum would have been avoided if the fruit 
and cereal-free elimination diet plus rice had been maintained. 
In the third patient symptoms were well controlled for 16 
months on a fruit-free diet consisting of rice, tapioca, white 
potato, lamb, puréed carrots, squash, sugar, salt, and water. 
Recovery was hastened by administration of cortisone given 
orally in doses of 25 mg. three times daily for nine days. The 
evidence accumulated by Andresen and Rowe that allergy, 
especially to foods and pollens, is the major cause of chronic 
ulcerative colitis necessitates the study and treatment of the 
role of allergy in regional enteritis. The localization, spreading 
tendency, remissions and recurrences, fever, occasional in- 
herited predisposition, and relief obtained with x-ray therapy 
and cortisone can be explained from the allergic viewpoint. 


Geriatrics, Minneapolis 
8:179-238 (April) 1953. Partial Index 


Clinical Problems in Geriatric Rehabilitation. M. M. Dacso.—p. 179. 

Physical Restoration of the Chronically II] and Aged. M. B. Ferderber, 
A. C. Kraft and G. P. Hammill.—p. 186. 

Retraining the Elderly Hemiplegic. M. W. Warren.—p. 198. 

Rehabilitation in Malum Coxae Senilis. A. Farkas.—p. 204. 

Morbid Anatomy of Old Age. T. H. Howell and A. P. Piggot.—p. 215 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


7:1-192 (May) 1953 


Clinical and Radiologic Pelvimetry in Obstetrics. M. H. Grody.—p. 34 
Industrial Dermatitis. W. H. Eyster Jr.—p. 47. 

Antabuse Treatment of Alcoholism. C. Helgeson.—p. 53. 

Pessaries are Still Useful. J. C. Burch and H. T. Lavely Jr.—p. 57. 
Prevention of Drowning. H. F. Dietrich.—p. 61. 

Therapy of Hyperthyroidism. L. H. Kyle.—p. 69. 


Illinois Medical Journal, Chicago 


103:261-316 (May) 1953 
Surgical Treatment of Duodenal Ulcer. K. A. Meyer and I. F. Stein Jr. 
—p. 276 
Surgical Management of Colon Emergencies. K. W. Barber.—p. 279 
Diagnosis and Treatment of Allergic Rhinitis. W. E. Owen.—p. 283 
Some Common Pediatric Accidents. J. K. Mack.—p. 288. 
Relating Biochemistry to Clinical Judgment. S. Freeman.—p. 292. 
Errors and Failures in Gallbladder Surgery. R. J. Patton.—p. 295. 
Brachial Plexus Injuries Associated with Traumatic Shoulder Joint 
D. S. Miller, W. F. Lichtman and R. O. Sebeck.—p. 299. 
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International Journal of Leprosy, New Orleans 
20:429-576 (Oct.-Dec.) 1952 


Classification of Leprosy a Proposed Synthesis Based Primarily on Rio De 
Janeiro-Havana System. H. W. Wade.—p. 429. 

Note on Recorded Deaths from Leprosy, Continental United States, 1933- 
1948. J. A. Doull, H. H. Gray and H. Bancroft.—p. 463. 

*Tuberculosis at United States Public Health Service Hospital, Carville, 
Louisiana, 1922-1950. H. H. Gray and H. Bancroft.—p. 467. 

Diagnostic Value of Lipoid in Various Structural Types of Leprosy: 
Observation of 1053 Cases. R. D. Azulay and L. M. Cezar de 
Andrade.—p. 479. 

Histopathological Changes Due to Sulfone Therapy: Observations of 
449 Lepromatous Leprosy Cases. R. D. Azulay.—p. 485. 


Tuberculosis in Leprosy Patients——Tuberculosis is universally 
a common and serious complication in leprosy patients. Of 
607 patients who died in the leprosarium at Carville, La., 
among 1,512 admitted prior to July 1, 1950, 141 had moder- 
ately or far-advanced active tuberculosis at the time of death, 
making tuberculosis a primary or contributary cause in 23% 
of all deaths. Another 16 patients had minimal active tuber- 
culosis and 13 had arrested tuberculosis. The records of pa- 
tients admitted to the Carville leprosarium between 1922 and 
1950 were examined for evidence of active or arrested 
tuberculosis. Sulfone therapy improved the leprosy in these 
patients over a period of several years, with a marked reduc- 
tion in deaths from all causes. The reduction in deaths of 
patients with tuberculosis has been even greater than in deaths 
of patients without tuberculosis. There has been an increase 
in the age at which tuberculous patients died since sulfone 
therapy has been instituted. Patients with tuberculosis and 
leprosy have had their tuberculosis arrested with sulfone 
treatment alone, but a combination of a sulfone and strepto- 
mycin appears to be more effective than a sulfone alone. 


lowa State Medical Society Journal, Des Moines 
43:169-204 (May) 1953 


What the Patient’s Story Suggests to the Neurologist. H. W. Woltman. 
—p. 169. 

Cancer Deaths in Children. E. G. Zimmerer.—p. 174. 

Future of Young Diabetic. R. L. Jackson.—p. 175. 

Cancer Incidence and Mortality. F. W. Mulsow.—p. 176. 

Leptospirosis Due to Leptospira Pomona: Report of First Case in lowa 
and Review of Literature. E. Larson.—p. 178. 


Journal Clin. Endocrin. & Metab., Springfield, Ill. 
13:489-628 (May) 1953 


Syndrome of Eunuchoidism with Spermatogenesis, Normal Urinary FSH 
and Low or Normal ICSH (“Fertile Eunuchs’’). E. P. McCullagh, 
J. C. Beck and C. A. Schaffenburg.—p. 489. 

Hypogonadism with Spermatogenesis: Case Report. R. L. Landau. 
—p. 510. 

Refractories to Antitetanic Therapy in Case of Surgical Hypoparathy- 
roidism. R. W. Blohm Jr., O. A. Wurl, J. O. Gillespie and R. F. 
Escamilla.—p. 519. 

*Influence of Some Hormonal Substances on Nitrogen Balance and 
Clinical State of Elderly Patients. W. B. Kountz, P. G. Ackermann 
and T. Kheim.—p. 534. 

Functional and Histologic Effects of Therapeutic Doses of Radioactive 
Iodine on Thyroid of Man. B. M. Dobyns, A. L. Vickery, F. Maloof 
and E. M. Chapman.—p. 548. 

Separation of 17-Ketosteroids in 24-Hour Urine Sample. B. L. Rubin, 
H. Rosenkrantz, R. I. Dorfman and G. Pincus.—p. 568. 

Improved Method for Determination of Urinary 17-Ketosteroids. M. 
Masuda and H. C. Thuline.—p. 581. 


Effects of Hormones on Nitrogen Balance in Elderly Patients. 
—Kountz and associates present observations on the nitrogen 
balance and clinical status of seven elderly persons with con- 
stant protein intake during the administration of a number of 
hormonal substances. Thyroid substance (44 to 1 grain [16 
to 64 mg.] per day) caused little change in nitrogen balance 
and slight improvement in the clinical state of these persons. 
Insulin (5 or 10 units of protamine zinc insulin per day) 
caused some increase in nitrogen retention, an increase in 
appetite, and changes in glucose tolerance curves. Oxytetra- 
cycline (Terramycin) caused no significant changes in nitrogen 
balance or clinical status. Cortisone (100 mg. per day) and 
corticotropin (15 to 60 mg. per day) both caused a marked 
increase in nitrogen excretion during the first days of ad- 
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ministration, but there was a return to a positive nitrogen 
balance during continued administration of either drug. There 
was some edema and water retention in all persons who re- 
ceived cortisone and corticotropin. With both drugs there was 
an initial increased feeling of well-being. Irritability and 
mental depression developed after cessation of treatment. 


Journal of Clinical Investigation, New York 
32:391-458 (May) 1953 


Some Effects of Injecting Sterile Solutions of Streptokinase-Streptodornase 
Into Subarachnoid Space of Normal Rhesus Monkeys. M. Hamburger 
and J. P. Biehl.—p. 391. 

Variation in Diuretic Response to Ingested Water Related to Renal 
Excretion of Solutes. J. D. Rosenbaum, W. P. Nelson III, M. B. 
Strauss and others.—p. 394. 

Studies on Copper Metabolism: IX. Transportation of Copper in Blood. 
C. J. Gubler, M. E. Lahey, G. E. Cartwright and M. M. Wintrobe. 
—p. 405. 

Serum Polysaccharides in Diabetic Patients With and Without Degenera- 
tive Vascular Disease. J. Berkman, H. Rifkin and G. Ross.—p. 415. 

Studies on Intravenous Water Diuresis and Nicotine and Pitressin Anti- 
duresis in Normal Subjects and Patients with Liver Disease. S. H 
Bernstein, R. E. Weston, G. Ross and others.—p. 422. 

Interpretation of Rapid Intravenous Glucose Tolerance Test in Normal 
Individuals and in Mild Diabetes Mellitus. D. S. Amatuzio, F. L. 
Stutzman, M. J. Vanderbilt and S. Nesbitt.—p. 428. 

Effect of Saccharides on Leukocyte Movement. A. Kuna and R. Cham- 
bers—p. 436. 

Alterations in Ionic Composition of Isotonic Saline Solution Instilled 
into the Colon. A. D’Agostino, W. F. Leadbetter and W. B. Schwartz. 
—p. 444. 

Effect of Cortisone on Urinary Excretion of 17-Ketosteroids in Patients 
with Cushing’s Syndrome. J. W. Jailer, J. Louchart, J. J. Gold and 
A. I. Knowlton.—p. 449. 

Exchangeable Thyroid Hormonal Pool: I. Its Magnitude and Rate of 
Turnover in Various Thyroid States in Man. M. W. Hamolsky, A. S. 
Freedberg, G. S. Kurkland and L. Wolsky.—p. 453. 


Journal of Immunology, Baltimore 
70:435-496 (May) 1953 


Effect of Presence of Complement in Rabbit Serum on Quantitative 
Precipitin Reaction: II. Effect on Antigen and Antibody Precipitation. 
P. H. Maurer and D. W. Talmage.—p. 435. 

Experimental Hypersensitivity: Effect of Adrenocorticotropic Hormone, 
Cortisone and Adrenalectomy on Serological and Histological Re- 
sponses in Rabbit Following Injections of Foreign Proteins. F. C. 
Moll and C. Van Zandt Hawn.—p. 441. 

Effect of Cortisone on Local Antibody Formation. S. P. Hayes.—p. 450. 

Effects of X-Irradiation and Adrenalectomy on Phagocytic Activity. 
D. W. Esplin, S. Marcus and D. M. Donaldson.—p. 454. 

Toxic Substance Associated with Rickettsias of Spotted Fever Group. 
E. J. Bell and E. G. Pickens.—p. 461. 

Growth Curves of Coxsackie Viruses in Mice, Including Temporal 
Development of Complement Fixing Antigens. G. Contreras and J. L. 
Melnick.—p. 473. 

Complement Fixing Antibodies Against Coxsackie Viruses in Mice 
G. Contreras and J. L. Melnick.—p. 484. 

Antibody Production and Tuberculin Sensitivity in Individuals with 
History of Rheumatic Fever. R. W. Quinn, C. V. Seastone and H. A. 
Dickie.—p. 493. 


Journal of Infectious Diseases, Chicago 
92:105-204 (March-April) 1953. Partial Index 


Migratory Behavior of Larvae of Various Ascaris Species in White 
Mice: II. Longevity of Encapsulated Larvae and Their Resistance to 
Freezing and Putrefaction. J. F. A. Sprent.—p. 114. 

Incidence of Antibodies for Toxoplasma Among Various Animal Species. 
L. T. Miller and H. A. Feldman.—p. 118. 

Antigenic and Cultural Relationships of Lactobacillus Bifidus and 
Lactobacillus Parabifidus. N. B. Williams, R. F. Norris and P. Gyérgy. 
—p. 121. 

Development of Arsenic Resistance in Trypanosoma Gambiense and Its 
Influence on Parasitemia. E. J. Tobie and T. von Brand.—p. 132. 

Diagnosis of Staphylococcal Mastitis, with Special Reference to Charac- 
teristics of Mastitis Staphylococci. L. W. Slanetz and C. H. Bartley. 
—p. 139. 

Studies on Immunity to Asiatic Cholera. W. Burrows.—p. 152. 

Studies on Intracerebral Inoculation of Newcastle Disease Virus (NDV) 
into Mice: I. Response of Weanling Mice to 24 Strains of NDV. 
E. Upton, R. P. Hanson, D. Dow and C. A. Brandly.—p. 175. 

Histochemical Investigation of Spherule of Coccidioides Immitis in 
Relation to Host Reaction, J. E. Tarbet and A. M. Breslau.—p. 183. 

Effect of Mapharsen on Glucose Metabolism of Trypanosoma Equiper- 
dum. W. Cantrell.—p. 191. 

Studies on Pathogenesis and Immunity of Tularemia: I. Demonstration of 
Protective Antibody in Mouse Serum. L. Pannell and C. M. Downs. 





1666 MEDICAL LITERATURE ABSTRACTS 


Journal of Investigative Dermatology, Baltimore 
20:329-400 (May) 1953 


Failure of Stilbamadine to Arrest Experimental Blastomycosis in Mice. 
J. Schwarz and S. Adriano.—p. 329. 

Rapid Qualitative Method for Measuring Ion Exchanging Actixity of 
Dermatologic Preparations Containing an Ion Exchange Resin. A. E. 
Jurist.—p. 331. 

Quantitative Colorimetric Assay Technic for Corticosteroids in Skin of 
Man. L. Goldman, E. Emura and J. Baskett.—p. 

Observations on Reactions of Larvae of Ancylostoma Canium and 

Aneylostoma Braziliense to Various Drugs and Chemical Compounds 
Based on In Vitro Tests. E. B. Ritchie and W. C. King.—p. 337. 

Specific Tissue Alteration in Leprous Skin: III. Specific Reaction Due to 
Various Agents. F. Sagher, E. Liban and E. Kocsard.—p. 343. 

En-zymatic Cytolysis of Epithelium by Filtrates from Patients with Ulcer- 
ative Colitis. R. B. Stoughton.—p. 353. 

Tissue Culture Studies on Human Skin: IV. Comparative Toxic Effects 
of Antibiotics on Tissue Culture Explants of Human Skin and 
Embryonic Chick Spleen. F. Hu, C. S. Livingood, P. Johnson and 
C,. M. Pomerat.—p. 357. 

Relationship Between Certain Emotional States and Rate of Secretion 
of Sebum. M. Robin and J. R. Kepecs.—p. 373. 

Effects of Topically Applied Hormones on Growth, Pigmentation and 
Keratinization of Nipple and Areola. C. E. Wheeler, E. P. Cawley and 
A. C. Curtis.—p. 385. 


Journal Lab. and Clinical Medicine, St. Louis 
41:663-828 (May) 1953 

Normal Limits of Urinary Coproporphyrin Excretion Determined by 
Improved Method. L. Zieve, E. Hill, S. Schwartz and C. J. Watson. 
—p. 663. 

Recovery of Aureomycin from Gastrointestinal Tract Following Intra- 
venous Administration. L. R. Cole.—p. 670. 

Urinary and Fecal Excretion of I! from Labeled Sodium-L-Thyroxine 
in Various Thyroid States and in Euthyroids with ‘Bile Fistulas.” 
P. C. Johnson and W. H. Beierwaltes.—p. 676. 

Effect of Varying Insulin Dosages on Rate of Decline of Blood Sugar 
in Modified Glucose Insulin Tolerance Test. B. W. Volk and S. S. 
Lazarus.—p. 684. 

Failure to Account Quantitatively for Infused Inulin in Human Subjects. 
J. H. Last, G. O. McDonald, R. A. Jones and E. E. Bond.—p. 690. 

Idiopathic Congenital Dilatation of Pulmonary Artery. B. M. Kaplan, 
J. G. Schlichter, G. Graham and G. Miller.—p. 697. 

*Treatment and Prophylaxis of Experimental Renal Hypertension with 
“Renin.” G. E. Wakerlin, R. B. Bird, B. B. Brennan and others. 
—p. 708. 

Graphic Measurement of Arterial Pressure in Unanesthetized Rat: 
Improved Method. F. del Greco, F. Olmsted, G. M. C. Masson and 
A. C. Corcoran.—p. 729. 

Variations of Serum Lipids with Age. E. B. Man and J. P. Peters. 
—p. 738. 

Cerebrospinal Fluid Inorganic Phosphorus in Normal Individuals and in 
Those with Viral Involvement of Central Nervous System. L. Odessky, 
P. Rosenblatt, A. V. Bedo and L. Landau.—p. 745. 

Blood Cerebrospinal Fluid Barrier in Multiple Sclerosis During ACTH 
Administration. V. Rowland and C. T. Randt.—p. 754. 

Cellular Changes in Effusions Following Intracavitary Administration of 
Colloidal Au®* in Human Beings. V. A. Stembridge, R. M. Kniseley 
and G. A. Andrews.—p. 760. 

Rational Approach to Problems of Coagulation Time. G. W. Allen and 
A. M. Attyah.—p. 767. 

Study of Rap d Slide Agglutination Test for Brucellosis and Compar'son 
with Tube Agglutination Test. J. H. Schubert.—p. 776. 

Some Observations on Assay of Staphylococcal Enterotoxin by Monkey- 
Feeding Test. M. J. Surgalla, M. S. Bergdoll and G. M. Dack.—p. 782. 


Experimental Renal Hypertension Treated with Renin—The 
three principal hypotheses of the cause of renal hypertension 
are alteration in the renin-angiotonin (hypertensin) mechanism, 
decreased secretion of renal blood pressure regulating hor- 
mone, and increased formation of pressor amines by the 
kidney. Additional evidence is needed not only to clarify the 
physiological mechanisms involved in experimental renal 
hypertension but also because the many similarities between 
experimental renal hypertension and essential hypertension 
suggest the possibility of a partial common pathogenesis. As 
one approach to the problem, this research group reported the 
production of antirenin, an antibody to heterologous renins. 
Some interspecies reactions were observed, including neutrali- 
zation in a dog of the pressor effect of dog renin by antirenin 
to hog renin. They also reported reductions in the blood 
pressures of dogs with renal hypertension with repeated injec- 
tions of crude hog renin; probably the mechanism of these 
reductions involves an immune (antihormone) response to the 
heterologous hog renin, inasmuch as dog renin and _ heat- 
inactivated hog renin were shown to have no effect on the 
blood pressure of other dogs with renal hypertension. Now 
the authors present evidence that chronic experimental renal 


J.A.M.A., Aug. 22, 1953 


hypertension in dogs can be successfully treated or prevented 
by the use of crude and semipurified hog renins. These thera. 
peutic and prophylactic effects are well-correlated with the 
antirenin titer. This evidence for antirenin (or an antibody to 
a protein closely related to renin) as the mechanism of the 
antihypertensive effects of hog renins supports the concept of 
the primary role of renin (or some closely related protein) jn 
the pathogenesis of experimental renal hypertension. Hog rena| 
medulla contains a factor that interferes with the antihyper- 
tensive effects of hog renin in experimental renal hypertension 
in the dog by a mechanism still unknown. Renotoxic and renal 
protective factors have been found to occur in fractions of 
renal extracts, as demonstrated by an increase and/or decrease 
in the incidence of uremia after constriction of the renal 
arteries. After further preliminary experiments in animals, the 
possible pathogenetic role of the kidney in essential hyper- 
tension will be studied by passive immunization of patients 
with purified antirenin against human renin. 


Journal-Lancet, Minneapolis 
73:159-214 (May) 1953. Partial Index 
SYMPOSIUM ON METABOLISM OF POTASSIUM 

Cellular Mechanisms of Potassium Metabolism. G. H. Mudge.—p. 166 

Distribution Kinetics of Intravenous Potassium K*. W. S. Wilde 
J. Ginsburg and W. G. Walker.—p. 168. 

Role of Potassium in Activity of Nerve Cells. F. Brink Jr.—p. 171 

Absorption and Excretion of Potassium in Intestine. M. B. Visscher 
—p. 173. 

Significance of Potassium in Protein Synthesis and Some Aspects of Its 
Interrelationship with Sodium. P. R. Cannon.—p. 174. 

Physiology of Renal Excretion of Potassium. J. P. Peters.—p. 180 

Role of Kidney in Potassium Depletion. R. Tarail.—p. 182. 

Significance of Potassium in Uremia. N. M. Keith.—p. 184. 

Relationship of Potassium and Inorganic Phosphorus to Organic Acid 
Soluble Phosphates in Erythrocytes: Metabolic Effects of Acidosis 
G. M. Guest.—p. 188. 

Experimental Potassium Depletion: Effect on Carbohydrate Metabolisn 
and pH of Muscle. L. I. Gardner.—p. 190. 

Effect of Potassium Ions and Other Electrolytes on Carbohydrate 
Metabolism in Liver Slices. C. T. Teng.—p. 192. 

Antagonistic Effects of Sodium and Potassium on Carbohydrate 
Metabolism and Blood Pressure in Diabetic Children. W. H 
Thompson.—p. 198 


Journal of Medical Education, Chicago 
28:1-72 (May) 1953 
By Precept—Critical Appraisal of Medical Teaching. E. H. Watson 


—p. 11. 
*Contributions of Postgraduate Medicine to Undergraduate Medical 
Education. R. L. Pullen.—p. 17. 
Psychiatry in Medical Education. G. N. Thompson.—p. 24. 
Owtaryngology Looks to the Future. G. D. Hoople.—p. 29. 
Medical School and Public Relations. C. L. Wi:liston.—p. 33. 


Postgraduate Medicine and Undergraduate Medical Education. 
—The author presents comments, analyses, and experiences of 
several hundred practicing physicians. Many stated that they 
really began to learn medicine after they started their intern- 
ship or entered active practice. Graduation from medical school 
is basically “commencement” insofar as the acquisition of 
medical knowledge is concerned, but this concept is somewhat 
unfair to undergraduate medical instruction, and raises ques- 
tions such as is the curriculum designed to give the medical 
student a broad basis for entering medical practice? In a sense, 
undergraduate medical education occupies a position com- 
parable to liberal arts education—an educational offering that 
is not purely technical nor complete in itself but is designed to 
equip the candidate to acquire and to extend his knowledge 
in fields in which he may be interested. If postgraduate medical 
education will record the present and future trends of medical 
practice, as well as examine the abilities of graduating physi- 
cians to meet these trends, it will render useful service. One 
of the deficiencies in the undergraduate medical curriculum is 
the insufficient training in the common, minor ailments. 
Inadequate training in the care of the chronically ill, in bedside 
diagnosis, in therapeutics, in fields like anesthesiology, diag- 
nostic roentgenology, dermatology, psychiatry, and neurology 
were also frequently mentioned as deficiencies in medical 
training. There is also often a lack of comprehension of social, 
economic, governmental, and other factors influencing the 
nature of medical practice. The modern community hospital 
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has become entrenched in the framework of medical care, and 
comprehension of the various facets of hospital operation 
should be known to all physicians. Many practicing physicians 
commented on the inability to express the causes and preven- 
tion of disease to lay patients in terms that are readily com- 
prehensible; misunderstanding or lack of understanding of 
medical ethics; insufficient training in maintaining vital statis- 
tics; inadequate comprehension of public health and how the 
local public health agencies may contribute to private practice; 
lack of training in how to set up an office, arrange the doctor’s 
bag, and organize one’s time to conform to the demands placed 
on the physician; and lack of knowledge of various postgradu- 
ate medical opportunities. 


Journal of Nutrition, Philadelphia 


49:549-698 (April) 1953. Partial Index 


Heat Processing and Nutritive Value of Milk and Milk Products. L. J. 
Schroeder, M. Iacobellis and A. H. Smith.—p. 549. 

Further Studies Relating Liver Xanthine Oxidase to Quality of Dietary 
Protein. G. Litwack, J. N. Williams Jr., P. Fatterpaker and others. 

p. 579. 

Influence of Relative Humidity Upon Vitamin Deficiencies in Rats. R. A. 
Collins, M. Schreiber and C. A. Elvehjem.—p. 589. 

Interrelationship Between Thyroid Activity, Dietary Fat and Lipogenesis. 
B. Kennelly and L. A. Maynard.—p. 599. 

Effect of Antibiotics on Rats Fed Amino Acid-Supplemented Rice Diets. 
L. J. Pecora.—p. 621. 

Effect of Coprophagy on Excretion of B Vitamins by the Rabbit. 
R. Kulwich, L. Struglia and P. B. Pearson.—p. 639. 

Microorganisms in Intestines of Rats Fed Penicillin. J. Guzman-Garcia, 
W. B. Sarles and C. A. Baumann.—p. 647. 

Effect of Antibiotics and Composition of Diets on Fecal Vitamin Biz and 
Biotin. B. F. Chow, R. L. Davis and S. Davis.—p. 657. 


Journal of the Student A.M.A., Chicago 
2:1-82 (May) 1953. Partial Index 


Management of Blood Transfusion Reaction. S. Weiss.—p. 19. 

Medical Student and BCG. J. Harrison.—p. 24. 

Roundtable Report: Views on Internship Study. E. H. Leveroos, J. Mck. 
Mitchell, J. C. Leonard, B. S. Smith and J. Ebbinghouse.—p. 30. 

Adapting to Your Medical Environment. L. H. Schriver.—p. 43. 


Journal of Urology, Baltimore 


69:605-738 (May) 1953. Partial Index 


New Type of Artificial Kidney: I. Technique. G. Hollander, J. A. 
Sterling and J. C. Doane.—p. 605. 

Hemorrhagic Telangiectasis: Case Report. C. A. Fort and G. A. 
Winstead.—p. 614. 

Bobby Pin in Kidney Pelvis. O. A. Nelson, A. W. Kretz, J. L. McCor- 
mack and others.—p. 618. 

Diverticulum of Ureter. W. E. Davis and F. K. Garvey.—p. 621. 

Coudé Ellik Catheter for Stone Extraction. D. R. Smith and E. M. Apter. 
—p. 625. 

Electrocystography: Study of Bladder Contractions Measured by Differ- 
ences of Electropotential. G. S. Slater.—p. 626. 

*Effect of Banthine in Treatment of Genito-Urinary Disorders. J. W. 
Draper, S. Wolf, J. F. Murphy and H. Kravetz.—p. 632. 

Plastic Surgery on Urinary Bladder. R. W. Barnes, Wm. M. Wilson, 
R. T. Bergman and others.—p. 641. 

Bladder Tumor Recurrence in Urethra: Warning. J. H. Kiefer.—p. 652. 

*End Results in Treatment of Bladder Tumors. W. A. Milner.—p. 657. 

Surgical Treatment of Vesicovaginal Fistula. W. I. Buchert.—p. 665. 

Reconstruction of Perineal Urethra with Free Full-Thickness Skin Graft 
from Prepuce. D. Presman and D. L. Greenfield.—p. 677. 

Infiltration of Prostate Gland by Chronic Lymphatic Leukemia. M. A. 
Johnson and A. H. Gundersen.—p. 681. 

Osteitis Pubis Treated by Cortisone. W. J. Daw and A. H. Funke. 
—p. 686. 

Carcinoma of Prostate with Unusual Metastasis. J. A. Ryan.—p. 692. 

Rhabdomyosarcoma of Prostate. E. A. Grier and F. L. Phillips.—p. 695. 

Utilization of Scrotum in Reconstruction of Penis. B. S. Chappell. 
—p. 703. 

Cystic Lymphangioma of Scrotum. N. J. Helland and J. B. Miale.—p. 708. 


Effects of Methantheline (Banthine) on Vesical Function.— 
The effects of methantheline (Banthine) on the function of 
the urinary bladder were investigated in 74 patients with 
various bladder disorders and in 17 normal subjects. Methan- 
theline was given by mouth in single doses of 100 mg. or 
150 mg. or in repeated doses of 50 to 100 mg. four times a 
day over a period of several weeks. Observations were made 
following intramuscular injections of 25 or 50 mg. Control 
observations were made with a bitter placebo of identical 
appearance, or by sterile hypodermic injection, as well as 
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without the administration of any agent. The tone and capacity 
of the bladder were investigated with an ordinary water 
cystometer. An isotonic sodium chloride solution was intro- 
duced into the empty bladder slowly to avoid rapid abnormal 
distention of the bladder and consequent reflex contraction. 
The time of appearance of the desire to void and of the 
presence of pain were noted. Over 500 cystometric determina- 
tions were made. Usually there followed a decrease in bladder 
tone, associated with diminished force and frequency of 
spontaneous contractions, and this in turn usually resulted in 
an increase in bladder capacity. The effect was most striking 
in patients with contracted bladders and bladders of small 
capacity. In these subjects, nocturia, diuria, and strangury 
could be reduced with minor side-effects of the drug. In the 
absence of excessively strong stimuli, methantheline has been 
shown to relax bladder spasms caused by parasympathetic 
stimulation. Methantheline is a better antagonist to furtretho- 
nium (Furmethide) than atropine in the dosage used in these 
experiments. 


Results of Treatment of Bladder Tumors.—Milner was struck 
with the lack of correlation between reports on the patho- 
logical aspects of bladder cancer from different clinics. He 
regards the approach suggested by Jewett and Strong and 
slightly modified by Marshall as most sound from the clinical 
as well as the pathological viewpoints. Jewett observed that 
deeply invading tumors of a high degree of malignancy 
usually are difficult to treat and have high five year survival 
rates. In 104 cases Marshall found that his clinical preopera- 
tive estimation as to depth of invasion into the bladder wall 
was correct in 81% of the cases and that most errors were 
in underestimating the depth of penetration. Milner made the 
same observation and found that adequate biopsy specimens 
properly taken transurethrally will give a true picture of the 
degree of malignancy of bladder neoplasm. He marks the 
selected piece of tissue for biopsy by transfixing it vertically 
with a common pin before sending it to the laboratory so 
that the pathologist can imbed it in the paraffin block in such 
a way as to make vertical sections. Thus he can readily see 
the depth of muscle invasion. This along with the cystoscopic 
picture and bimanual examination with the patient under 
anesthesia, as described by Jewett, was found quite helpful 
by Milner. He evaluates the results obtained in 386 patients 
who were operated on five or more years ago. A total of 
314, or 81.3%, could be followed up to the end of the report- 
ing period. Only 58.3% of the patients with papilloma but 
86.9% of those with cancer could be followed. The records 
were reviewed and an attempt was made to classify each case 
as to depth of extension of the tumor. Both the operative 
description and the pathological report were of value, and 
261 cases could be classified. In the classification used by 
Milner, stage O indicates limitation to the mucosa; stage A, 
to the submucosa; stage B:, to the superficial muscle; stage 
B., to the deep muscle; stage C, to the fat; and stage D, 
metastases, D, being local and Dz. being distant metastases. 
The results of seven different types of operative treatments 
are reviewed and correlated with the stage of the tumor and 
the survival rate. It was found that tumors of stages O, A, 
B:, and Bz have a better survival rate when treated conserva- 
tively than when radical surgery is employed. Tumors of stages 
C, D:, and Dz are best treated by radical surgery with lymph 
node dissection. If it were not for the postoperative mortality 
and morbidity, however, some stage B, tumors would probably 
be better treated by radical removal with node dissection. The 
operative mortality of the cases operated on by the closed 
method was 0.6%. The operative mortality of the open 
method was 15.2%. 


Maryland State Medical Journal, Baltimore 
2:165-222 (April) 1953. Partial Index 


PANEL DISCUSSION ON DIETS 


Obesity. J. E. Howard.—p. 172. 
Obstetrics. N. J. Eastman.—p. 176. 
Dermatology. R. C. V. Robinson.—p. 178. 
Cardiac Diets. E. C. Andrus.—p. 180. 
Hypertension. G. V. Mann.—p. 181. 
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Medicine, Baltimore 
32:1-124 (Feb.) 1953 
Pemphigus. W. F. Lever.—p. 1. 


32:125-292 (May) 1953 


Iron Metabolism and Hypochromic Anemia of Infancy. H. W. Josephs. 


—p. 125. 


Clinical Course of Acute Renal Failure. R. C. Swann and J. P. Merrill. 


—p. 215. 


Rhode Island Medical Journal, Providence 


36:117-172 (March) 1953 
Medico-Legal Aspects of Hand Dermatoses. M. Winkler.—p. 133. 


Three Years of Voluntary Prepaid Surgical Insurance in Rhode Island. 


J. C. O’Connell.—p. 136. 
Sulfonamides and Penicillin in Control of Rheumatic Fever in Children. 
B. Feinberg.—p. 138. 


36:173-228 (April) 1953 


Opposing and Balancing Hormones from Single Endocrine Glands. 
C. Solez.—p. 189. 

Chronic Constrictive Tuberculous Pericarditis, Pulmonary Tuberculosis, 
and Terminal Tuberculous Meningitis. D. Calenda, D. W. Drew and 
J. Harris.—p. 193. 

Clinical Use of Phenylbutazone, a Potent Anti-Rheumatic Agent: Report 
of Its Effectivenes in Four Cases. M. G. Pierik.—p. 196. 

Cutaneous Manifestations of Diabetes Mellitus. A. B. Kern.—p. 198. 


South Carolina Medical Assn. Journal, Florence 


49:119-138 (May) 1953 


Resuscitation of Heart. L. B. Jenkins, F. E. Nigels and J. A. Boone. 
—p. 120. 

Utilization of Circulating Blood Volume Determination in Surgical 
Patients. J. A. Whiting.—p. 122. 

Relation of Enrichment and Sanitation of Corn Meal to Health. E. J. 
Lease and M. D. Farrar.—p. 124. 


Virginia Medical Monthly, Richmond 


80:251-300 (May) 1953 


Uses of Procaine for Purposes Other Than Production of Local 
Anesthesia. J. H. Weatherby.—p. 253. 

Missed Diagnosis in Coronary Accident. J. E. Payne.—p. 259. 

Hiatus Hernia as an Obscure Cause of Anemia. R. V. Crowder Jr. 
and G. B. Craddock.—p. 262. 

Recent Trends in Treatment of Pulmonary Tuberculosis. F. B. Stafford, 
C. G. Pearson and L. B. Brown.—p. 268. 

Cholecystectomy as Employed for Treatment of Acute and Chronic 
Cholecystitis and Cholelithiasis, J. D. Adams and J. P. Cary.—p. 277. 

Remarks on Tuberculin Test and BCG Vaccine. W. R. Kay.—p. 280. 

Disseminated Coccidioidomycosis: Report of Case. E. M. Chitwood Jr. 
—p. 284. 


West Virginia Medical Journal, Charleston 


49:117-144 (May) 1953 


Residents of West Virginia and Study of Medicine. G. S. Dodds and 
E. J. van Liere.—p. 117. 

Multiple Intussusception: Case Report. R. A. Salton.—p. 121. 

Atopic Dermatitis. J. W. Calvert.—p. 123. 

*Toxic Psychosis Due to Overdose of Isonicotinic Acid Hydrazide. 
J. Chu.—p. 125. 

West Virginia’s Camp for Juvenile Diabetics (Follow-Up Report on 
Camp Kno-Koma). W. C. Henson and G. P. Heffner.—p. 127. 


Toxic Psychosis Due to Isoniazid.—A physician, aged 47, was 
committed for institutional care because of an alleged reaction 
to isoniazid. The history revealed that he had had active 
tuberculosis several years previously. The disease had been 
arrested but had become reactivated twice. At the time of a 
new relapse in 1952 he was given isoniazid in a dose of 500 
mg. daily on an ambulatory basis. He was anxious to get well 
and increased the dose from time to time until he was taking 
950 mg. daily. Soon after he began to feel nervous and restless. 
He took phenobarbital with each large dose of isoniazid for 
about one week. When the phenobarbital failed to relieve the 
nervousness and restlessness, he stopped taking it, but con- 
tinued taking 700 mg. of isoniazid daily. Several days prior 
to his hospitalization, he became confused, irritated, violent, 
and antagonistic. His gait was ataxic and his language abusive. 
He harbored delusions of persecution. There was no history 
of previous mental illness, either personal or familial. He 
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drank alcohol occasionally, but denied alcohol or drug ag. 
diction. He was suspicious, apathetic, and uncooperative. He 
spoke irrationally and irrelevantly and had delusions of perse. 
cution. There was a slight tremor of the hands and an ataxic 
gait. He was given sedatives for the first two nights after 
admission and vitamin B,. On the third day he became more 
cooperative and friendly. From then on he ate and slept 
well and the paranoid delusions disappeared. It is believeq 
that this patient had a toxic psychosis due to excessive intake 
of isoniazid. Phenobarbital intoxication was considered up- 
likely. The toxic dosage producing the psychosis was estimated 
to be 700 to 950 mg. daily, i. e., 10 to 14 mg. per kilogram 
of body weight. Persons taking this drug should be hos. 
pitalized, especially when daily doses larger than 10 mg. per 
kilogram of body weight are to be given. 


Wisconsin Medical Journal, Madison 


$2:265-312 (May) 1953 


Needle Biopsy of Liver. D. M. Buchman.—p. 265. 

High Intestinal Obstruction in the Newborn. J. Erbes.—p. 270. 

Surgery of Carcinoma of Rectosigmoid in Selected Cases. H. B. Benjamin 
and M. Wagner.—p. 277. 

Further Experiences with Vein Stripping for Varicose Veins. J. M. 
Sullivan.—p. 281. 


Yale Journal of Biology and Medicine, New Haven 
25:299-446 (April) 1953. Partial Index 


*Effect of Cobalt-60 Gamma Radiation on Passive Immunity. W. M 
Hale and R. D. Stoner.—p. 326. 

Some Comments on Growth and Development in Adolescents. J. R 
Gallagher and C. D. Gallagher.—p. 334. 

Group A Polysaccharide Precipitin Reactions in Acute Streptococcosis 
and Rheumatic Fever. L. Weinstein.—p. 349. 

Infant Diarrhea in Finland. M. E. Wegman.—p. 358. 

Antibiotic Therapy. C. A. Chandler.—p. 369. 

Comparative Action of Dicumarol and of Phenylindanedione on Coagu- 
lase Reacting Factor and on Prothrombin. M. Tager.—p. 374. 

Mechanism of Regulation of Food Intake. J. L. Strominger and J. R 
Brobeck.—p. 383. 

Adaptation of Influenza Virus to Mice: I. Genetic and Environmental 
Factors Affecting Prime Strain of Influenza Virus. B. A. Briody, 
W. A. Cassel, J. Lytle and M. Fearing.—p. 391. 

Roentgenological Aspects of Renal Function. H. M. Wilson.—p. 401 

Clinical Studies in Infertility: Statistical Survey.—E. D. Karlovsky and 
H. Thomas.—p. 405. 


Effect of Radiocobalt (Co®) Gamma Radiation on Passive 
Immunity.—Hale and Stoner chose radiocobalt (Co®) gamma 
rays for the study of the effect of whole body ionizing radi- 
ation on the immunity mechanism. The radiation source was 
composed of 21 pieces of Co*®, arranged to give a uniform 
field at 12 in. (30 cm.) from the source. Fifty mice could be 
irradiated at one time. The intensity at the time of these 
experiments was approximately 650 rep per hour and the 
LDs for mice 28 days of age was 750 rep per hour. The 
detrimental effect of Co® gamma irradiation on passive im- 
munity to pneumococcus type 3 organisms is shown in one 
table. Another table shows the effect of Co®® gamma radiation 
on mouse resistance to pneumococcus type 3 mixed with a 
tenfold excess of specific antiserum, when the mice were ir- 
radiated three days before the injection of the bacterial and 
antiserum mixture. It was found that the 650 rep whole 
body irradiation destroys the protective power given by this 
amount of immune serum. The radiation controls showed 
that no deaths were due to radiation alone. An attempt was 
made to decrease the Co®? gamma irradiation effects by in- 
jecting mouse leukocytes and whole citrated mouse blood, but 
the results indicated that neither the white blood cells nor 
the whole blood transfusions were effective in restoring the 
resistance enjoyed by nonirradiated animals. The authors do 
not feel, however, that this experiment should be considered 
conclusive. They believe that better methods for obtaining 
leukocytes may eventually make possible the restoration of 
the resistance of irradiated animals. Studies were made also 
on passive immunity to tetanus toxin and to influenza virus. 
It was found that whole body irradiation does not cause sus- 
ceptibility to tetanus toxin when sufficient specific antitoxin 
was present at the time of irradiation. The active immunity 
to influenza type A virus is not altered by this form of 
irradiation. 
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FOREIGN 


Acta Chirurgica Scandinavica, Stockholm 
104:425-512 (No. 6) 1953. Partial Index 


*Further Investigations on Getting Patients up from Bed Early and on 
Dicumarol Treatment as Prophylactic for Post-Operative Thrombosis. 
S. Borgstr6m.—p. 425. 

*Right Upper Quadrant Pain in Salpingitis and Other Abdominal Diseases 
Explained by Absorption of Exudates from Peritoneal Cavity Through 
Diaphragm. P. Holm-Nielsen.—p. 435. 

Hyperparathyroidism: Report of Five Surgical Cases. G. Ekléf.—p. 447. 

Adrenaline-Producing Tumor Outside Adrenal Glands: Study in Connec- 
tion with Case. K. Wird-L6kk and K.-G. Tilinger.—p. 458. 

Subcutaneous Emphysema Following Rectal Perforation. S. Borgstrém. 
—p. 465. 





Prophylaxis of Postoperative Thrombosis.—In 1950, 2,351 
patients and, in 1951, 2,109 patients operated on for disease 
of the prostate, stomach, colon, rectum, gallbladder, bile 
ducts, kidneys, ureters, bones and joints, breast, appendix, 
thvroid, and hernia were given bishydroxycoumarin (Dicu- 
marol) prophylactically from the first postoperative day. All 
ihe patients were at least 40 years old. Early ambulation was 
used in all cases except in cases of surgical treatment of 
hernia. The patients left their beds on the first postoperative 
day, and were given breathing exercises and passive and 
active movement therapy. Increased recurrence of hernia in 
patients operated on for uncomplicated inguinal hernia who 
left their beds on the first postoperative day induced the 
author to have these patients stay in bed for the first three 
postoperative days, but they received breathing exercises and 
passive and active movement therapy in bed. The results in 
the 1950 and 1951 groups were compared with those obtained 
in 2,051 patients between the ages of 25 and 44 who were 
operated on between 1946 and 1949; they were also given 
bishydroxycoumarin prophylactically from the first postopera- 
tive day, and early ambulation was employed. The incidence of 
thromboembolism was the same in the three groups of patients, 
i. e., 1.5 +0.27% in the patients treated in the earlier years, 
1.5+0.25% in those treated in 1950, and 1.4+ 0.26% in 
1951. Despite the fact that bishydroxycoumarin was not given 
to patients between the ages from 25 to 39 during 1950 and 
1951, the incidence of thromboembolism during these years 
was not affected. It remained at the same low level as in the 
patients 25 or older who had been treated in the earlier years. 
A previous report in which the results of prophylactic treat- 
ment with bishydroxycoumarin combined with early ambula- 
tion were compared with those in patients who did not re- 
ceive this type of treatment showed that the incidence of 
thromboembolism occurring in patients aged 45 or more had 
decreased by about 75% when compared with patients who 
had not received the prophylactic treatment. Fatal hemorrhages 
did not occur following bishydroxycoumarin therapy in any 
of the three groups. 


Right Upper Quadrant Pain in Salpingitis—About 10% of 
patients with salpingitis complain of lancinating upper ab- 
dominal pain localized in the area below the right costal 
margin. The anatomic basis of this pain is inflammatory changes 
in the serous membrane of the right subphrenic space. Results 
of necropsy studies by the author on 38 patients who died 
of diffuse peritonitis and of 21 patients who died of peritoneal 
carcinomatosis support the view that exudates and tumor 
cells are absorbed from the peritoneal cavity in man through 
the lymphatics of the diaphragm. This provides a logical ex- 
planation for the perihepatitis frequently demonstrated in 
cases of salpingitis and for the right upper quadrant pain 
associated with the inflammatory changes of the serous mem- 
brane of the subphrenic space. The same pain may also occur 
in other abdominal diseases associated with exudation into 
the peritoneal cavity. It may also occur after a laparotomy, 
when it is probably caused by accumulation of a postoperative 
peritoneal exudate below the diaphragm, and it may easily 
be mistaken for a pulmonary infarct. Diagnosis of pulmonary 
infarction should never be made on the basis of the character- 
istic pain alone. Pulmonary symptoms such as cyanosis and 
bloody sputum must also be present, and attention should be 
focused on a possible simultaneous occurrence of other symp- 
toms of thromboembolism. 
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British Journal of Cancer, London 
7:1-156 (March) 1953. Partial Index 


Increase in Incidence of Carcinoma of Lung in Denmark, 1931 to 1950. 
J. Clemmesen, A. Nielsen and E. Jensen.—p. 1. 

Incidence of Cancer of Lung in Coal Miners in England and Wales. E. L. 
Kennaway and N. M. Kennaway.—p. 10. 

Relation Between Delay in Treatment of Cancer and Survival Rate. 
W. L. Harnett.—p. 19. 

Prognostic Significance of Small Size in Breast Cancer. L. Kreyberg and 
T. Christiansen.—p. 37. 

Skin Cancer in the South African Bantu. M. P. Shapiro, P. Keen, 
L. Cohen and J. F. Murray.—p. 45. 

Relationship of Molluscum Sebaceum (Kerato-Acanthoma) to Spon- 
taneously Healing Epithelioma of Skin. F. A. Fouracres and J. W. 
Whittick.—p. 58. 

Duodenal Carcinoma with Neoplastic Transformation of Underlying 
Brunner’s Glands. A. C. Christie —p. 65. 

New Theory on Cancer-Inducing Mechanism. C. O. Nordling.—p. 68. 

Further Evidence of Essential Differences Between Some Chemically- 
Induced and Virus-Induced Fowl Tumours. P. R. Peacock and A 
Peacock.—p. 120. 


British Medical Journal, London 
1:1063-1122 (May 16) 1953 

Epidemic Haemorrhagic Fever: 40 Cases from Korea. R. Andrew 
—p. 1063. 

Paralysis Following Poisoning by New Organic Phosphorus Insecticide 
(Mipafox): Report on Two Cases. P. L. Bidstrup, J. A. Bonnell and 
A. G. Beckett.—p. 1068. 

Progesterone Implantation in Habitual Abortion. G. I. M. Swyer and 
D. Daley.—p. 1073. 

Pain in the Trunk. J. Cyriax and J. Gould.—p. 1077. 

Pyrimethamine (Daraprim) as Prophylactic Agent Against West African 
Strain of P. Falciparum. G. Covell, P. G. Shute and M. Maryon. 
—p. 1081. 

Proctalgia Fugax. M. R. Ewing.—p. 1083. 

Adrenaline Cream: Assessment of its Value in Rheumatic Disorders. J. S. 
Lawrence and R. J. Sladden.—p. 1085. 

Sézary’s Reticulosis with Exfoliative Dermatitis. H. T. H. Wilson and 
J. Fielding.—p. 1087. 


Bull. World Health Organ., Geneva 
8:1-418 (Nos. 1-2-3) 1953. Partial Index 


Biological Investigations on Treponemes. T. B. Turner, D. H. Hollander 
and K. Schaeffer.—p. 7. 

Non-Specific Factors in Epidemiology of Yaws. K. R. Hill.—p. 17. 

Treatment of Infectious Yaws with One Injection of Penicillin. S. Levitan, 
C. Rodriguez, J. C. Jacobs and others.—p. 55. 

Time-Dosage Relation in Penicillin Therapy with Special Reference to 
Yaws. 1. Laboratory Basis for Effective Therapy. D. K. Kitchen and 
C. R. Rein.—p. 77. 

Id.: 2. Clinical Basis for Effective Therapy. C. R. Rein and D. K. 
Kitchen.—p. 91. 

Antibiotics Other Than Penicillin in Treatment of Yaws. K. R. Hill. 
—p. 107. 

Extent and Nature of Yaws Problem in Africa. C. J. Hackett.—p. 129 

Diagnostic Aids in Mass-Treatment Campaigns Against Yaws. C. R. Rein. 
—p. 245. 

Experience with Yaws Control in Indonesia: Preliminary Results with 
Simplified Approach. M. Soetopo and R. Wasito.—p. 273. 


Deutsche medizinische Wochenschrift, Stuttgart 
78:687-726 (May 8) 1953. Partial Index 


Study on Hormona! Effectiveness of Peat and Mud Baths. H. Hosemann. 
—p. 687. 

Investigation on Effect of Salicylated Humic Acid Baths on Excretion of 
Estrogens in Urine. E. Hiller.—p. 691. 

Problem of Static Diseases. H. Gardemin.—p. 693. 

*Contribution to Treatment of Acute Hematogenous Osteomyelitis with 
Penicillin. A. ROhling.—p. 701. 


Penicillin in Acute Hematogenous Osteomyelitis.—Penicillin 
was given to 20 patients between the ages of 1% and 15 
years, for treatment of acute hematogenous osteomyelitis. 
Long, tubular bones were involved in 16 patients and in 4 
the pelvic bones. The interval between the onset of the dis- 
ease and the institution of the treatment varied from 2 to 14 
days. Doses of 8 to 12 million units of the drug were given 
over a period of three to four weeks. Additional treatment 
consisted of immobilization for six weeks to three months in 
six patients, wide surgical drainage of a subperiosteal abscess 
in 12, and sequestrectomy in 1. Staphylococcus aureus was 
cultured from the pus in every case. Spontaneous fractures 
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of the involved bones near the upper metaphysis of the 
humerus occurred in two patients. Nineteen of the 20 patients 
recovered completely, while chronic osteomyelitis developed 
in one. A follow-up of 10 patients for two or more years 
revealed complete healing, no recurrence, and neither atrophy 
of the involved extremities nor ankylosis of the joints. Roent- 
genologic examination of patients treated with penicillin re- 
vealed typical changes in the morphological course of the 
disease. The amount of bone destruction depends on the 
occurrence or absence of a subperiosteal abscess. As a rule an 
abscess does not occur if treatment with penicillin is instituted 
before the third day after the onset. In the absence of a 
subperiosteal abscess usually only insignificant round trans- 
parencies in the diseased metaphysis are visible. A reactive 
periostitis is regularly associated with a shell-like layer of 
the periosteum. The roentgenologic picture is different if a 
subperiosteal abscess develops. Within four weeks after the 
onset of the disease widespread destruction of the bone (necro- 
sis) due to interrupted blood supply is manifested. Rapid and 
intensive regeneration occurs within eight weeks. Despite the 
interrupted blood supply, enough penicillin reaches the necrotic 
bone by diffusion to reduce considerably the number of 
pathogenic agents and to prevent the breaking down of the 
bone. Little new formation of bone was observed within the 
first six to eight weeks of the disease, and resorptive phe- 
nomena were predominant. Penicillin is a valuable adjuvant 
in the treatment of acute osteomyelitis, but surgical drainage 
of the subperiosteal abscess and immobilization are still the 
principal means of treatment of suppurative osteomyelitis. 


Indian Journal of Surgery, Madras 
15:1-64 (March) 1953. Partial Index 


*Surgical Treatment of Tuberculous Pericarditis. R. H. Betts and J. T. 
Wells.—p. 1. 

Use of a Snare Tourniquet in Mitral Valvotomy—A Suggested Modifi- 
cation of Technique. P. K. Sen.—p. 15. 

Paraduodenal Herniae. V. R. Rao.—p. 19. 

Congenital Oesophago-Bronchial Fistula, Persistent to Adolescence. 
T. Thomas, R. H. Betts and J. T. Wells.—p. 28. 

Intramedullary Nailing for Fractures of Shaft of Femur: (Use of New 
Type of Nail). A. K. Basu and B. Mukherji.—p. 33. 

Giant-Cell Tumour with Brief Survey of Bone Tumours Examined in 
Department of Pathology, Madras Medical College, Madras. D. G. 
Reddy.—p. 37. 

Prolapse of Rectum in Children. R. A. Irani.—p. 43. 


Surgical Treatment of Tuberculous Pericarditis.—Surgical cor- 
rection of constrictive pericarditis has received sporadic atten- 
tion. Recently there has been much discussion as to the rela- 
tive merits of decorticating the various chambers of the heart. 
The authors present histories of four patients who were sub- 
jected to pericardiectomy. Constrictive pericarditis may follow 
an inflammatory process in the pericardium, but a large per- 
centage of the cases are caused by tuberculous infection. Many 
lesions treated surgically after subsidence of the acute process 
may no longer be recognized as tuberculous. In any patient 
who has had a pericardial effusion the syndrome of poly- 
serositis may develop owing to obstruction of the venous 
return. In the majority of cases the encasement of the left 
ventricle seems the most prominent feature, and a complete 
freeing of the ventricle is necessary for a good result. There are 
cases in which the right side of the heart seems to be involved 
as much as, if not more than, the left. The lower sternum 
splitting incision of Holman gives adequate exposure for peri- 
cardiectomy. Satisfactory resection of the pericardium is 
usually followed by rapid clinical improvement. If improve- 
ment advances very slowly, the heart has probably been in- 
completely freed. In three of the four reported cases, the 
lesions were definitely tuberculous and these three patients 
experienced dramatic improvement following pericardiectomy. 
The fourth patient had extensive pulmonary tuberculosis, but 
the excised pericardium did not show tuberculous foci. In 
the last case the heart was not completely decorticated and 
this is the only one that has been improved rather than 
apparently cured. In this case a second operation may be 
necessary. 
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Journal of Physiology, Cambridge 
120:257-448 (May) 1953. Partial Index 


Glycolysis and Cytochemistry of Cerebral Cortex. K. C. Dixon. —p. 267. 

Uptake of Radio-lodine by Rabbit’s Thyroid Measured in Vivo. N. B. 
Myant.—p. 278. 

Comparison of Effects of Thiouracil, Thyroxine and Cortisone on Thyroid 
Function of Rabbits. N. B. Myant.—p. 288. 

Muscularis Mucosae of Human Stomach. D. N. Walder.—p. 365. 

*Expiratory Function of Abdominal Muscles in Man: Electromyograp 
Study. E. J. M. Campbell and J. H. Green.—p. 409. 

Release of Histamine by Liver. G. V. Anrep, G. S. Barsoum and 
M. Talaat.—p. 419. 

Blood Histamine in Experimental Obstruction of Common Bile Duct 
G. V. Anrep and G. S. Barsoum.—p. 427. 


Expiratory Function of Abdominal Muscles.—The muscles of 
the anterior and lateral abdominal wall are generally regarded 
as the principal expiratory muscles. By their contraction the 
intra-abdominal pressure is increased and the diaphragm is 
driven upwards; these muscles also pull the costal margin 
downwards. Campbell and Green used an electromyographic 
method for studying their activity. The activity of the external 
oblique and rectus abdominis muscles on the right side of 
19 young men in the supine position was studied. Records 
were made under the following conditions: (1) during graded 
static expiratory effort, (2) during rebreathing from the spirom- 
eter to produce asphyxia, and (3) during performance of 
certain skeletal movements, i. e., lateral flexion of the trunk 
and raising the shoulders off the couch. It seemed to the 
authors that two kinds of expiratory effort may be recognized: 
(1) expiration occurring as a “voluntary” maneuver as in a 
static expiratory effort or voluntary hyperventilation or in 
coughing or straining; (2) expiration occurring in the course 
of “involuntary” natural breathing, either quiet respiration 
or when the breathing is stimulated by chemical agents. There 
is more activity of the abdominal muscles in voluntary ex- 
piration than in involuntary breathing. The level of pulmonary 
ventilation achieved in asphyxial hyperpnea need not involve 
gross fluctuations in intra-abdominal pressure that might em- 
barrass the circulation. It seems that, when the respiratory 
center is stimulated maximally by aspyhxia, it can recruit 
only a fraction of the motor neurone pool of the abdominal 
muscles. In voluntary maximal breathing, however, it is pos- 
sible that the respiratory center is partially or wholly by-passed 
by impulses from a higher brain level. Even this higher 
brain level cannot recruit the abdominal muscles fully, how- 
ever, as is shown by the greater degree of activity of these 
muscles during voluntary skeletal movement. 


Lancet, London 
1:959-1006 (May 16) 1953 

Need for Philosophy of Medicine. R. Brain.—p. 959. 

*Treatment of Lupus Vulgaris with Isoniazid: Review of 15 Cases 
B. Russell, N. A. Thorne and R. V. Grange.—p. 964. 

*Localised Muscular Atrophy in Diabetes. C. Hirson.—p. 968. 

Ascorbic Acid, Glucose-1-Phosphate, and Lysergic-Acid Diethylamide in 
Rheumatoid Arthritis. R. R. H. Lovell, J. A. Osborne, H. C. Goodman 
and B. Hudson.—p. 970. 

Control of Blood-Pressure in Operation for Phaeochromocytoma. C. C. 
Cobb, J. Hall and R. A. Hall.—p. 973. 

Adrenergic Amines of Human Blood. H. Weil-Malherbe and A. D. Bone. 
—p. 974. 

Pneumoflator for Treatment of Respiratory Paralysis. R. A. Beaver 
—p. 977. 


Isoniazid in Lupus Vulgaris.—Isoniazid was given to 15 pa- 
tients with lupus vulgaris. Three had not been treated previ- 
ously. Five patients received the drug orally in doses of 300 
mg. daily; six were given from 50 to 250 mg. of isoniazid 
in from 2 to 5 ml. of distilled water by weekly intradermal 
injections into the lesion; and four received 300 mg. of the 
drug daily by the oral route and 400 mg. weekly by the intra- 
dermal route. All the patients tolerated the drug well, and 
there was no evidence that drug resistance had developed 
after 30 weeks of treatment. Mild urticaria occurred in one 
patient who was given the drug orally, but it was not severe 
enough to necessitate discontinuation of the therapy. At the 
time of writing, the lesions of one patient were considered 
clinically cleared, since all signs of activity had disappeared 
from them. Only opacity of the lesions with slight residual 
scaling or discoloration was present in four patients. A mod- 
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erate improvement had occurred in seven patients whose 
lesions were more opaque and scaling and discoloration had 
diminished, although a mild residual infiltration was still pres- 
ent. There was a slight but perceptible decrease of redness, 
infiltration, scaling, and translucency in the lesions of two 
patients. The condition of one patient remained unchanged. 
The authors feel that daily injection of isoniazid would be as 
effective as, Or €ven more effective than, the oral administra- 
tion. This method, however, cannot be extended to all patients 
with lupus vulgaris, since most of them are fully employed. 
They also suggest that isoniazid combined with calciferol may 
give better and quicker results than either agent alone, since 
isoniazid seems to have a direct action on the organisms 
and calciferol seems to stimulate the patient’s power of re- 


sistance. 


Localized Muscular Atrophy in Diabetes.—Localized areas of 
muscle atrophy that suggested the presence of a specific process 
independent of insulin atrophy were observed in six women 
with diabetes who had received insulin for from 4 to 11 
years. The characteristic induration usually found in insulin 
jesions Was not present in these cases, and the circumscribed 
areas were found in parts of the body other than those into 
which the drug was usually injected. Other authors found no 
evidence of insulin atrophy remote from the site where insulin 
was injected. A diagnosis of panatrophy was not justified be- 
cause the skin of the atrophied areas was always normal, 
and, although the three patients had some neurological ab- 
normalities, the muscle lesions did not correspond to any 
nerve distribution. This condition probably represents a specific 
diabetic lesion that is independent of insulin lipodystrophy. 


Miinchener medizinische Wochenschrift, Munich 


95:597-620 (May 22) 1953. Partial Index 


Prenatal Care by the Practitioner. C. Schroeder.—p. 599. 

Closed Traumatic Rupture of Median Meningeal Artery. A. Angerer. 
—p. 602. 

“Anlage” as Causal Factor: Critical Remarks. H. Stursberg.—p. 604. 

*Isoniazid in Treatment of Miliary Tuberculosis and Tuberculous Menin- 
gitis. E. Messmer.—p. 605. 


Isoniazid in Miliary Tuberculosis and in Tuberculous Men- 
ingitis—The ages of seven patients treated with isoniazid 
ranged from 15 to 70 years. In the first three patients who 
had tuberculous meningitis and miliary tuberculosis an attempt 
was made to use isoniazid exclusively. The total daily dose 
averaged 15 mg. per kilogram of body weight, and 50 mg. 
of this amount was given by the suboccipital route. No 
therapeutic effect was noted with this treatment, whereas as 
soon as streptomycin and p-aminosalicylic acid were given, 
considerable improvement became evident. Exclusive adminis- 
tration of isoniazid was continued as long as it seemed com- 
patible with the condition of the patient. The inefficiency of 
isoniazid was demonstrated particularly by the fact that, 
despite intrathecal injections, tubercle bacilli remained demon- 
strable in the cerebrospinal fluid. The objection that these 
might have been avirulent tubercle bacilli is refuted by the 
fact that cultures and animal experiments were positive. The 
fourth case is noteworthy because a relapse during treatment 
with isoniazid was followed by death within a few days. 
The fifth patient, a 70-year-old woman, who had tuberculous 
meningitis and pulmonary miliary tuberculosis was treated 
successfully during the acute stage with streptomycin and 
p-aminosalicylic acid. Soon intolerance for the latter drug 
became evident, and so isoniazid was substituted for it. When 
the treatment was continued with streptomycin and isoniazid, 
the result was equally favorable. It is believed that in this case 
the addition of isoniazid contributed to the favorable effect. 
The sixth and seventh patients had miliary tuberculosis with- 
out involvement of the meninges; in one of these the results 
of exclusive administration of isoniazid were unsatisfactory, 
and not until streptomycin was given did improvement be- 
come evident. Under the influence of the combined treatment 
miliary dissemination regressed within three months. In the 
seventh case, although fever subsided during the combined 
administration of streptomycin and isoniazid, roentgenoscopy 








MEDICAL LITERATURE ABSTRACTS 1671 






revealed no regression of the miliary dissemination. The ex- 
clusive use of isoniazid does not produce satisfactory results 
in the treatment of adults with tuberculous meningitis or 
miliary tuberculosis. 


Nordisk Medicin, Stockholm 
49:561-598 (April 17) 1953. Partial Index 


Complications During Tridione Treatment of Epilepsy in Children. B. 
Redin.—p. 563. 

Acute Vulvovaginitis in Streptococcal Infections. P. Hedlund.—p. 566 

*Fulminant Meningococcus Infection with Purpura: Case with Recovery. 
S. I. Bjorklund.—p. 571. 

Osteogenesis Imperfecta Congenita with Intrauterine Diagnosis. T. 
Hortemo.—p. 574. 

Xerophthalmia in Sick Infants Due to Deficiency in Vitamin A Resorp- 
tion. M. Zewi.—p. 575. 


Recovery from Fulminant Meningococcus Infection with 
Purpura.—Fulminant meningococcus infection with purpura 
is usually an acute disease. With timely and intensive therapy 
and the usual antishock treatment, the prospect of saving these 
patients is good. Bjorklund believes his case in a 5-year-old 
girl is the only one reported where the excretion of 17- 
ketosteroids and 11-oxysteroids was examined and determina- 
tion of the serum electrolytes done before the start of treat- 
ment and during the acute phase of the infection. The normal 
values testified against marked irreversible injury to the adrenal 
cortex. The patient was moribund for some hours after ad- 
mission, with shock and postmortem-like lividity, but improve- 
ment soon began and recovery occurred after about a week. 
Large doses of penicillin, sulfonamide, an adrenal cortex extract 
(Eschatin), desoxycorticosterone acetate, and vitamins C and 
K were given. The administration of cortisone instead of 
adrenal cortex extract is suggested. There seems to be a 
sequence from fulminant meningococcus infection and purpura 
with recovery, where shock and infection are controlled and 
the adrenal cortex is protected, to the same disease with fatal 
outcome, where necropsy reveals degenerative changes, and to 
the Waterhouse-Friderichsen syndrome, where necropsy dis- 
closes hemorrhages in the adrenal cortex. 


Rivista Italiana di Ginecologia, Bologna 
36:85-170 (No. 2) 1953 


*Attempts of Enzymatic Treatment (Hyaluronidase) of Toxemia of Preg- 
nancy. C. Pellizzari—p. 85. 

*Hyaluronidase and Induction of Delivery. C. Pellizzari—p. 105. 

Histophysiological Reaction of Endocrine Organs and Testicle of Rana 
Esculenta L. to Chorionic Gonadotropins: Preliminary Histophysi- 
ological Observations. L. Nobili.—p. 111. 

Histochemistry of Hypophysis in Pregnancy. A. Gastaldi.—p. 143, 


Hyaluronidase in Toxemia of Pregnancy.—Ten women with 
toxemia of pregnancy were given from 2,000 to 4,000 vis- 
cosity units of hyaluronidase. The arterial pressure dropped 
in all, albuminuria decreased, headache became milder or 
disappeared, edema was decreased, and a marked euphoria 
followed. Laboratory tests revealed that the ratio between 
albumin and globulin had increased, and there was an even 
greater increase in the ratio between the urine and blood 
chlorides. The prothrombin (Quick) time also increased in all 
the patients. In one woman with severe eclampsia who went 
into coma a few hours after the delivery, eclampsia subsided 
following intramuscular administration of 3,000 viscosity units 
of the enzyme, and she left the clinic a few days later. In 
women with full-term pregnancies labor begins a few hours 
after the administration of hyaluronidase; in those with 
puerperal eclampsia there is a greater loss of blood during 
the delivery. This is ascribed to the decreased blood coagu- 
lability, as was indicated by the prothrombin time or to a 
congestion of the genital organs that follows the administra- 
tion of hyaluronidase. 


Delivery Induced by Hyaluronidase.—Hyaluronidase was ad- 
ministered alone to 28 women with full-term pregnancies to 
induce delivery and combined with other drugs to 9 women to 
overcome inertia uteri. A dose of from 250 to 1,000 viscosity 
units of the enzyme was repeated one or more times after 
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one or several hours. Only one patient was given 3,000 units 
in a single dose. The activity of the uterus was restored in 
patients in whom labor was suddenly arrested. The contrac- 
tions reappeared and became increasingly forceful, while a 
progressive dilatation of the cervix followed. The effects were 
more pronounced and quicker to appear in patients in whom 
the membranes had ruptured prematurely. The motor stimu- 
lation of the uterus was achieved also in women who were 
in their fourth and seventh month of pregnancy and whose 
fetuses were dead. Hyaluronidase was combined with sparteine 
and thymophysin for some patients in whom additional stimu- 
iation was needed to accelerate the delivery and with lyspasmin 
for women in whom there was delayed dilatation associated 
with a tendency to spasm. The results obtained were better 
than when these drugs are given alone. The author made also 
some in vitro studies and concludes that the enzyme does 
not stimulate the uterus directly but exerts its influence on 
the factors, especially hormonal, that govern labor. 


Schweizerische medizinische Wochenschrift, Basel 
83:395-418 (April 25) 1953. Partial Index 


Neural Atrophy of Muscles and Friedreich’s Ataxia: Observations on a 
Bernese Family. P. Stucky and B. Luban.—p. 399. 

Relationship Between Sodium Salicylate and Serum Proteins: Paper- 
Electrophoretic Study. J. J. Scheidegger.—p. 406. 

*Fatal Pulmonary Embolism in Course of Treatment with Anticoagulants. 
W. R. Merz.—p. 407. 


Fatal Pulmonary Embolism and Anticoagulant Therapy.—The 
occurrence of fatal pulmonary embolism is reported in five 
men and five women treated with anticoagulants for throm- 
bosis. The diagnosis was established by necropsy. Either 
because the dose of the anticoagulant used was too small 
or because the treatment was discontinued too early, the 
thrombus continued to grow without clinical manifestations. 
Anticoagulant treatment prevents the thrombus from_ be- 
coming fixed to the wall of the vein, and as a result there 
were no changes in the pulse and temperature and in the sub- 
jective complaints. The thrombus may easily break loose, how- 
ever, and cause sudden and fatal pulmonary embolism. In 
addition, unexpected pulmonary embolism or pulmonary in- 
farction may occur when the dose is too small or when the 
effects of heparin and bishydroxycoumarin (Dicumarol) do not 
overlap while bishydroxycoumarin is being substituted for 
heparin, as well as with inadequate prophylactic doses of 
anticoagulants. The thrombotic process can be arrested only 
by the administration of heparin or substances with a similar 
effect. Protection against the risk of fatal pulmonary embolism 
may be provided by the empirically determined minimal dose 
of 40,000 I. U. of heparin given intravenously in divided 
doses over 24 hours. As a rule, smaller doses should never 
be used. For the first 24 hours, when the risk of pulmonary 
embolism is greatest, doses of 60,000 to 100,000 I. U. are 
recommended. The also empirically determined minimal dura- 
tion of treatment with anticoagulants is three weeks, even in 
patients who apparently seem to respond well to the treatment. 





Semana Médica, Buenos Aires 


60:473-514 (April 9) 1953. Partial Index 


Adhesive Chronic Pericarditis in Pick’s Syndrome. O. E. Adorni, D. del 
Valle, D. J. J. Martinez and N. Rouco Oliva.—p. 473. 

Toxoplasmosis in Human Beings: First Case in Argentina. R. A. Borzone 
and P. Lapieza Cabral.—p. 489. 

*Placental Grafts: 400 Cases. J. Uranga.—p. 490. 


Placental Grafts in Painful Articular Diseases.—The group of 
400 patients reported here had chronic rheumatoid arthritis, 
arthrosis, lumbosciatic syndromes, neuralgia of the brachial 
plexus, painful shoulder, periarthritis of the shoulder, and 
similar conditions. The treatment consisted of implantation of 
desiccated placental grafts and of daily intramuscular injec- 
tions of a placental extract. The injections were given in a 
series of 20. Grafting was done between the fifth and seventh 
day after the injections were begun. Grafting was made under 
the skin of the abdominal region or near a joint, if only one 
joint was involved. The effect of placental grafts lasts for 
two or three months or longer, after which the treatment is 
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repeated if painful symptoms reappear. The results were goog 
in some cases and spectacular in others. The treatment cop. 
trolled pain in all cases. Local suppuration or hematoma ig 
not occur. 


Ugeskrift for Laeger, Copenhagen 
115:589-626 (April 16) 1953. Partial Index 


*Medicamental Treatment of Arterial Hypertension: Preliminary Repor 
on Personal Experiences with Hexamethonium. V. R@nnov-Jessen ang 
V. Bech.—p. 589. 

Treatment of Essential Hypertension with Hydergin. P. Bechgaard ang 
L. Paulsen.—p. 600. 

After-Examination of Patients Operated on for Hemorrhoids. M. Fel}, 
and O. Kofod.—p. 605. 

Rupture of Tendon of Long Head of Biceps Muscle. A. Astrup.—p. ¢ 


yx 


Treatment of Arterial Hypertension with Hexamethonium,— 
Ronov-Jessen and Bech’s routine treatment with hexametho- 
nium now consists of combined oral and parenteral admin- 
istration of the drug. They believe that hexamethonium should 
be used only in severe malignant hypertension. It should be 
used only with close supervision when there is severe im- 
pairment of renal function, and it must be used only in per- 
sons of normal intelligence because of the cooperation called 
for on their part. Treatment should probably always be 
started in a hospital, as it may at times be difficult to estab- 
lish a suitable dosage. A rigid age limit is not set; the patient's 
physiological age must be considered primarily. Seventeen 
patients were treated for from two to eight and a half months 
In all patients the blood pressure measured in the erect posi- 
tion was reduced during the day, the systolic pressure by an 
average of about 60 mm. and the diastolic by 30 mm. In 14 
cases the subjective symptoms of hypertension abated during 
the treatment. In 10 patients under treatment for three months 
or longer there was improved capacity for work, and in some 
there was improvement in the objective symptoms. At the 
start of treatment undesired effects were usually seen, includ- 
ing constipation, vertigo, and impaired vision; most of these 
effects disappeared within a month or two. The authors say 
that, while hexamethonium has introduced a significant epoch 
in the treatment of hypertension, it is not an ideal hypotensive 
agent, as the treatment is too complicated. 


Wiener klinische Wochenschrift, Vienna 


65:333-348 (May 1) 1953 


Malignant Tumors of Sympathetic Nerve Cell Origin in Childhood 
F. Ernst and E. Wiesner.—p. 336. 

Electrical Stimulation of Gastrocnemius Muscle and Venous Circulation 
F. Kaindl, F. Schuhfried and B. Thurnher.—p. 340. 

*Antihemophilic Plasma Therapy for Severe Hemorrhage in Hemophiliacs 
R. Jonas, H. Gross and H. Huber.—p. 341. 


Antihemophilic Plasma Treatment of Hemophiliacs.—Irradi- 
ated human antihemophilic plasma produced in the United 
States was used in the treatment of severe hemorrhage in 
three hemophiliacs, aged 5, 15, and 20 years respectively. 
The 5-year-old boy bled after tonsillectomy; the child was 
given blood transfusions, vitamins K and C, and hemostatic 
agents for 15 days but oozing continued. On the 16th day 
the patient was given 50 cc. of irradiated antihemophilic 
plasma with 55 cc. of blood intravenously. An additional 250 
cc. of the irradiated antihemophilic plasma was given in di- 
vided doses of 50 cc. at 12 and 24 hour intervals. Bleeding 
was definitely arrested, and the patient was discharged on the 
28th postoperative day. The same amount of 300 cc. of the 
irradiated antihemophilic plasma was required for the arrest 
of the bleeding in the 15-year-old patient with massive and 
prolonged renal hemorrhage. Administration of 100 cc. of the 
antihemophilic plasma adequately controlled a moderately 
severe renal hemorrhage in the 20-year-old patient. The 
authors consider the irradiated human antihemophilic plasma 
the safest and most reliable agent for control of severe hemor- 
rhages in hemophiliacs provided it is given in doses of 50 cc. 
at most 12 hours apart and whole blood transfusions are also 
given for the replacement of the blood loss. Except for the 
locally applied Topostasin, a proprietary thrombin prepara- 
tion obtained from purified cattle plasma, the authors con- 
sider all other hemostatics ineffective, whether applied locally 
or parenterally, in small or large doses. 
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BOOK REVIEWS 


Physiological Foundations of Neurology and Psychiatry. By Ernst 
Gellhorn, M.D., Ph.D., Professor of Neurophysiology, University of Minne- 

Minneapolis. Cloth. $8.50. Pp. 556, with 107 illustrations. Uni- 
ity of Minnesota Press, Minneapolis 14, 1953. 


ver 


fhe author, a leader in the field of neuropsychiatric re- 
search, is fully competent to collect, assess, and discuss criti- 
cally the physiological foundation of research on the mecha- 
nisms underlying regulation of neuronal activity. His mono- 
graph covers the various factors of regulation, the physiology 
and pathology of movements, the basis of consciousness, 
autonomic physiology, and the applications of our knowledge 
to an understanding of schizophrenia and the basis for shock 
and carbon dioxide therapy, as well as a discussion of auto- 
nomic tests in mental disorders. Fully documented and illus- 
trated, with an extensive bibliographic index, the text is 
fundamental for the specialist in laboratory investigation and 
clinical experimentation. Neurohumors and neuropharmacol- 
ogy, neuroendocrine action, homeostasis, and similar topics 
are discussed in an authoritative and comprehensive manner. 
Clinical and experimental literature is carefully integrated, 
presenting a clear picture of rapid advances in the last few 
years. The style of writing is clear, and the evaluations are 
distinctive. The book is highly recommended. 


The Inside Story: Psychiatry and Everyday Life. Compiled under direc- 
tion of Fritz Redlich, M.D., Chairman, Department of Psychiatry, Yale 
University School of Medicine, New Haven, Conn. Text written by June 
Bingham. With collaboration of Jacob Levine, Ph.D., Chief Clinical 
Psychologist, Veterans Administration Hospital, Newington, Conn. Cloth. 
$3.75. Pp. 280, with illustrations. Alfred A. Knopf, Inc., 501 Madison 
Ave., New York 22, 1953. 


In psychiatry more than in any other field of medicine there 
has been an urge to advise the layman of the developments 
and problems of the field. This is unusual, because in all other 
disciplines the orientation is the opposite and is primarily 
directed toward making doctors more aware of patients and 
their problems. Many approaches have been employed by 
psychiatrists in this indoctrination process. There have been 
biographies, popular reprints of basic works, lectures, psychi- 
atric novels, and even statistical studies of sexual behavior. 
It is strange that a cartoon analysis has not been used before 
this time. This is a unique approach and is especially valid, 
for the gifted and clever cartoonist presents a skilled layman’s 
analysis. 

The authors have chosen a series of cartoons and arranged 
them in an orderly pattern from the viewpoint of mental 
mechanisms and interpersonal relationships, with a correlated 
text. The connection between cartoon and text is left to the 
reader, but the relation is obvious. The cartoons are well 
chosen and cover many old favorites, including cartoons of 
psychoanalysis from The New Yorker. It is disappointing that 
the works of Steig and of Lichty, both of whom bring a rare 
penetration with cynical overtones to the psychological foibles 
and abnormalities of man, were omitted. The authors, however, 
were unable to include all the cartoonists, and it was impossible 
to obtain permission from some. It is likely that omission of 
some of the favorites was on this basis. With psychiatry de- 
veloping more and more a holistic approach and tending to 
include international relationships, it is unfortunate that some 
political cartoons, such as those of Herblock, could not be 
included. Many of these classics, however, have uncovered or 
pointed out traits of prominent people, and the inference of 
mental mechanisms by inclusion in this book would be too 
obvious and perhaps repugnant. While it is considered proper 
for cartoonists to lampoon prominent citizens, it would not 
be proper to analyze these same lampoons from a psychiatric 
standpoint. 





The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
Stated, 


The text of the book is a sort of lexicon with a series of 
definitions and elaborations, often illustrated by informal case 
reports. There is a good over-all exposition of psychiatry that 
has a tendency to keep a balance among the many facets of 
psychiatric thinking. The text is enhanced by quotations from 
thinkers in many fields, including St. Augustine, Shakespeare, 
Freud, George Bernard Shaw, and Disraeli, as well as con- 
temporary psychiatrists. 

The content of the text follows the same pattern as the 
cartoons. The content cannot be, nor was it meant to be, a 
textbook of psychiatry. This book is primarily for the layman, 
and the physician needs to be familiar with it if he treats 
patients who have studied it. Careful reading of the text should 
lead to little misapprehension regarding mechanisms involved 
in normal and abnormal people. The occasional easy handling 
of moral matters in a book written primarily for laymen is 
a cause for some concern. This, of course, is not a special 
problem in this book, but rather in much psychiatric thinking. 
The book follows the concept that if most of the people do 
something, it is normal. There is no sharp distinction between 
average and normal. If this is so, head-hunting or cannibalism 
should be considered normal and acceptable in certain abo- 
rigines; therefore, was it not improper to discourage the 
cannibals and the head-hunters, since they were doing the 
“average” or “normal” act for their civilization? 

There are a few ambiguities in the book; for example, in 
the last chapter the authors state that psychiatrists, through 
their treatment of patients and in their books for the general 
public, attempt to dethrone the old king (the unconscious 
conscience) and encourage the average person to govern him- 
self consciously. The psychiatrists do not know what the result 
will be; they only have faith. In another paragraph, the 
authors point out that antisocial personalities and character 
neuroses are attributable to “atrophy of the conscious and 
unconscious conscience.” Could “atrophy” not be induced? 

This easily readable book, which touches only lightly on 
the whole field of psychiatry, is clearly and concisely presented 
for the layman. Most important, it employs a medium well 
known to all laymen, namely the cartoon, and from this 
medium develops an understanding of psychiatry; therefore, 
it serves a very useful purpose. 


X-Ray Sieve Therapy in Cancer: A Connective Tissue Problem. By 
Benjamin Jolles, M.D., D.M.R., Consultant Radiotherapist, Physician i/c 
Radiotherapy Department, General Hospital, Northampton, England. With 
foreword by Sidney Russ, C.B.E., D.Sc., F.Inst.P. Cloth. $6. Pp. 192, with 
51 illustrations. Little, Brown & Company, 34 Beacon St., Boston 6, 1053. 

The author of this little volume has been interested in sieve 
therapy for over 10 years and is thoroughly qualified to write 
on the subject. The book is divided into three parts. The first 
concerns the importance of connective tissue in tumor genesis 
and in resistance to tumors and destruction and resolution of 
malignant growths treated by ionizing radiation. The second 
part discusses the importance of the treatment of a tumor, 
the phases of the human genesis, and the importance of pro- 
ducing structural changes that will lead not only to the 
resolution of a growth but also to alterations that affect the 
tissues in which the tumor arose. The third part concerns 
indirect radiation effects and principles and application of the 
sieve in radiotherapy. 

There have been many comments on sieve therapy, some 
favorable, others not. The author has described in a meticulous 
manner the importance of accuracy in preparing a patient for 
treatment, daily observation of the patient, and other factors 
concerned with proper radiotherapy. Even if the sieve therapy 
was a failure, the methods used by the author and his careful 
attention to the patient are very important. 

Every radiologist should read this volume even though he 
does not use the method. Unless special care is used with the 
method, it would seem unwise to employ it. The book reviews 
54 patients who were treated by the author, and it is a guide 
for employing the sieve method. The work is published on 
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fine paper, with good print and excellent illustrations, and it 
can be recommended for every radiologist interested in 
therapy. 


Anatomy of the Autonomic Nervous System. By G. A. G. Mitchell, 
O.B.E., T.D., M.B., Professor of Anatomy and Director of Anatomical 
Laboratories in University of Manchester, Manchester, England. Foreword 
by Sir James Learmonth, K.C.V.O., C.B.E., Ch.M., Regius Professor of 
Clinical Surgery and Professor of Surgery in University of Edinburgh, 
Edinburgh. Cloth. $10. Pp. 356, with 131 illustrations. [Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2]; E. & S. Living- 
stone, 16 and 17 Telviot Pl., Edinburgh 1, 1953. 

This new treatise on the sympathetic nervous system is a 
pleasure to read; it is well and clearly written, the illustrations 
are good, and a thorough bibliography and a complete index 
are included. A brief historical survey introduces the subject 
and sets the style of the book. The reader will be particularly 
impressed by the refreshing treatment of the autonomic system 
as part of the entire nervous system and not as a separate 
system. The author shows in a clear, detailed manner how 
the sympathetic and parasympathetic nervous systems are 
integrated with the central nervous system and the peripheral 
somatic nerves. He is thoroughly conversant with the literature 
and has documented each point carefully. This book can be 
recommended to specialist and beginner alike; both will find 
it informative, accurate, and interesting. 


A Policy for Scientific and Professional Manpower: A Statement by the 
Council with Facts and Issues Prepared by the Research Staff. By National 
Manpower Council. Cloth. $4.50. Pp. 263, with 4 illustrations. Columbia 
University Press, 2960 Broadway, New York 27; Oxford University Press, 
Amen House, Warwick Sq., London, E.C.4, 1953. 


This volume is a publication of the National Manpower 
Council, which was established at Columbia University in 
1951 under a grant from the Ford Foundation. The Council 
was founded to study manpower problems, particularly those 
concerned with the quality of personnel. This is its second 
report; the first, “Student Deferment and National Manpower 
Policy,” was published in April, 1952. 

This study contains policy recommendations in part 1. The 
discussion “Facts and Issues About Scientific and Professional 
Manpower” comprises part 2. While general statements about 
higher education receive some attention, emphasis is focused on 
physicians, engineers, physicists, and teachers, as representative 
of the broad group included in professional and scientific man- 
power. The increase in the number of occupations classified 
as professional or scientific is discussed, and changes that have 
occurred in professional educational requirements are reviewed. 
The volume covers such varied topics as the economic factors 
affecting education, employment markets, and the potential of 
higher education as compared to actual achievement. The 
study is, of course, particularly concerned with the role of 
these persons in the emergency situation. 

The four professional groups are considered in the light of 
supply and demand, characteristics of each profession, and 
patterns of employment. A chapter devoted to the role of 
physicians includes a survey of the data used in estimating 
shortages by 1960 and an excellent discussion of the short- 
comings of the statistical procedures. Herbert Klarman, Ph.D., 
who prepared the original draft of this chapter, did not note 
that the total number of physicians in 1960 is likely to be 
245,000 instead of 233,000. The difficulties inherent in attempt- 
ing to make any real estimate of the number of physicians 
needed in our economy are recognized, and the importance 
of quality rather than quantity is emphasized: “To increase 
the number of doctors trained at the expense of the quality 
of the training would be worse than useless.” The underlying 
thesis of the chapter seems to be that there must be a doctor 
shortage, although there is no way of proving or measuring it. 
This chapter is, therefore, a strange combination of logic and 
whimsy. 

The report makes some specific suggestions for the future 
of the medical profession, including more and larger medical 
schools, more efficient use of physicians by the armed forces, 
and increased cooperation in hospitals, health centers, and 
clinics among members of the profession (a suggestion taken 
from the report of President Truman’s Commission on the 
Health Needs of the Nation). Some of the difficulties in imple- 
menting the suggestion for more medical schools and an in- 
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crease in the number of medical students at established schools 
are recognized. Among those noted are the problem of cost 
and the hindrances to the expansion of facilities if quality of 
education is to be maintained. The “shortages” in state hos. 
pitals and public health departments are “largely, though by 
no means entirely, an economic problem. Low salaries . . ~ 
lack of professional prestige . unfavorable working con- 
ditions. .” The “obvious” conclusions reached do not 
follow from the information presented. 

Aside from the inclination, throughout the book, to insist 
that shortages exist, whether proved or not, the Council has 
made a valuable contribution to study of the professions and 
American education. It has corrected one of the most glaring 
omissions of previous studies: the medical profession is studied 
in the context of the requirements of our society for other 
professional and scientific personnel, and not in the vacuum 
of medicine alone. Apparently the “shortage” of physicians js 
not the most serious problem. 

The final chapter, “Manpower Policies in a Democratic 
Society,” is a particularly penetrating discussion of the for- 
mation of such policy in a society that gives the individual 
freedom of choice of occupation. There are strong limitations 
on direct action: “The major governmental influence upon 
the supply of scientific and professional manpower is a result 
of educational measures of various kinds.” 

The shortcomings of any forecasts of future demand in 
relation to progress in technology and science, future changes 
in the roles and responsibilities of auxiliary personnel in any 
of these fields, problems raised by the emergency sacrifice of 
long-term goals, and the need for the best use of highly 
trained manpower in a wartime society are reviewed. The 
conclusions emphasize the importance of more basic infor- 
mation on scientific and professional manpower and the need 
for better methods of predicting short and long-term require- 
ments. This study is particularly useful in combining all the 
information available; for example, table 1 (page 44), “Pro- 
fessional, Technical and Kindred Workers in the United States, 
by Major Fields, 1870-1950,” and the accompanying graph 
showing the percentage relationship. Beyond this useful sum- 
mary of data the study does little more than point up the 
necessity for more study. 


Differentialdiagnose innerer Krankheiten: Eine kurzgefasste Darstellung 
fiir Arzte und Studierende. Yon Dr. Robert Hegglin. Second edition. Cloth. 
55 marks. Pp. 556, with 250 illustrations. Georg Thieme, Diemershalden- 
strasse 47, (14a) Stuttgart-O; agents for U. S. A., Grune & Stratton, Inc., 
381 Fourth Avenue, New York 16, 1953. 


The second edition of this brief text on differential diag- 
nosis appears just a year after the first edition. New sections 
on headache and pain in the extremities have been added. 
There is no change in the general principle of discussing 
differential diagnosis from the viewpoint of the general prac- 
titioner and on the basis of “presenting” symptoms and signs 
rather than diseases. A preliminary chapter discusses this view- 
point in detail and is followed by sections on anemia, hemo- 
globinuria, the hemorrhagic diathesis, simple fever, febrile 
diseases with meningeal symptoms, febrile diseases with joint 
pains, and the significance of single symptoms in diagnosis 
of febrile diseases. There are also sections on headache, dys- 
pnea, cardiac arrythmias, electrocardiographic changes in myo- 
cardial damage, cyanosis, thoracic pain, hypertension, and 
renal hypertension. Pulmonary diseases are discussed, includ- 
ing tuberculous infiltration, primary pneumonia, secondary 
pneumonia, and nontuberculous and nonpneumonic diseases 
such as atelectasis, echinococcosis, tumors, pneumonoconiosis, 
and silicosis. The next chapters cover bilateral, infectious, 
and neoplastic enlargements at the hilus of the lung; pre- 
dominantly one-sided hilus enlargements; and lesions causing 
mediastinal enlargement. Other subjects include causes of pain 
in the abdomen, diarrhea, jaundice, splenomegaly, urinary 
conditions (hematuria, albuminuria, pyuria, and cylindruria), 
causes of edema, pain in the extremities and that originating 
in the spinal column, and causes of loss of consciousness. 

Every main section is followed by a bibliography, mostly 
German, but also containing references to English, French, 
Scandinavian, and American literature. There are numerous 
excellent graphs and black and white illustrations, many of 
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which are reproductions of roentgenograms, with occasional 
pictures of patients showing attitudes characteristic of ailments 
producing postural changes. The color illustrations are excel- 
jent. The text is followed by a good subject index. The book 
is attractively bound in blue cloth and is smaller and con- 
siderably thinner than the standard American textbook. The 
paper is of excellent quality, and the typography is clear cut. 
The author, in general, has succeeded in his aim of producing 
a brief work on a broad subject. In some sections the de- 
scriptions of disease are too brief. In the discussion of coc- 
cidioidomycosis, for example, it is not made entirely clear that 
valley fever is the preliminary stage and that some patients 
later have skin lesions simulating blastomycosis; that in di- 
verticulosis some patients may have severe hemorrhages; that 
in trichinosis the larvae may be recovered from the blood 
and spinal fluid; that pericarditis is often painless; and that 
cervical ribs may produce intermittent claudication on use of 
the arms or sensory changes in the hands. These, however, 
are minor faults, and the book should be helpful to the gen- 
eral practitioner as a reference in doubtful diagnoses. 


Clinical Endocrinology. Volumes I and II. By Lewis M. Hurxthal, M.D., 
F.A.C.P., Head of Department of Internal Medicine, Lahey Clinic, Boston, 
and Natalija Musulin, B.S., M.D. Cloth. $24 per set. Pp. 749; 751-1599, 
with 629 illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; Aldine House, 10-13 Bedford St., London, W.C.2; 2083 
Guy St., Montreal, 1953. 


These impressive volumes are not the expected cyclopedic 
textbook but are an outline of endocrinology. An outline may 
well serve its purpose as an introduction or recapitulation of 
details elaborated in conventional language. Material presented 
in outline must of necessity appear dogmatic (which is un- 
desirable in so labile a field as endocrinology); therefore, 
controversial topics cannot be presented in an intelligible man- 
ner. Owing, however, to the wide clinical experience of the 
authors and their thorough coverage of the vast literature, the 
disadvantages intrinsic in an outline presentation have been 
reduced to a minimum. 

The subject of endocrinology has been covered adequately 
and is organized in a masterly manner. The material is sound 
and up-to-date, although the literature and text of the pre- 
clinical sections lack the quality of the clinical sections. The 
book is presented in a well-printed, easily read format. Illus- 
trations and case reports that are appended to the chapters 
are, for the most part, well chosen and original and constitute 
one of the most valuable features of the book. Many references 
are also included, but there is an apparent bias toward the 
older literature, with few references to that of the last decade. 

The material included in these volumes would have been 
easier to comprehend in the conventional text form, with 
perhaps certain portions retained in outline form. In their 
present arrangement the volumes will be of greatest value to 
the endocrinologist who desires to refresh his memory on a 
certain subject. The general reader, however, will probably 
find the outline presentation less satisfying than a conventional 
text. 


Biochemistry of Disease. By M. Bodansky and O. Bodansky. Second 
edition revised by Oscar Bodansky, M.D., Ph.D., Professor of Biochemistry, 
Sloan-Kettering Division, Cornell University Medical College, New York. 
Cloth. $12. Pp. 1208, with illustrations. The Macmillan Company. 60 Fifth 
Ave., New York 11, 1952. 


The first edition of this book appeared in 1939. It was 
designed neither as a textbook of biochemistry nor as a 
manual of laboratory procedures but, rather, as a compendium 
of the biochemical aspects of various diseases. The second 
edition follows the general pattern of the first, but the text 
has been expanded and revised in the light of recent advances 
in clinical biochemistry. A useful addition is an appendix 
of mean normal biochemical values together with a discus- 
sion of statistical evaluation of the normal range. The book 
is recommended to physicians and laboratory workers desir- 
ing an understanding of the biochemical processes in various 
pathological states in order to apply intelligently the many 
diagnostic and prognostic laboratory procedures currently 
available. 
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Chemical Physiology of Contraction in Body and Heart Muscle. By 
A. Szent-Gy6rgyi. Cloth. $4.80. Pp. 135, with 29 illustrations. Academic 
Press, Inc., 125 E. 23rd St., New York 10, 1953. 


In a work intended for the biologist, Szent-Gy6érgyi out- 
lines his present theories on muscle with regard to composition 
and structure, chemical and physical mechanisms of con- 
traction and relaxation, and effects of such factors as tempera- 
ture, ions, drugs, and regulators. Cross striated body muscle, 
heart muscle, and uterine muscle are considered. According 
to the author, the book “is not offered as a comprehensive 
and objective review; it is the presentation of the problem, 
as I see it, after fourteen years’ acquaintance with muscle.” 
The material is well organized and presented, and the printing 
is excellent. There is no index, probably because of the 
ephemeral nature of such a theoretical work. 


Heart and Circulation: Diagnosis and Treatment. By Meyer Sclar, M.D., 
F.A.C.C., Chief in Cardiology and Senior Attending Physician, Unity 
Hospital, Brooklyn, New York. Assisted by Jacob Melnick, M.D. Cloth. 
$7.50. Pp. 357, with illustrations. Froben Press, Inc., 1776 Broadway, New 
York 19, 1953. 


This manual on diagnosis and treatment of cardiovascular 
disease is original in its approach to the subject. The basic 
concepts of cardiac physiology and pathology and the clinical 
course and therapy of various syndromes are presented from 
the author’s experience in practical cardiology. This personal 
experience is also reflected in the subjective tone of the book, 
which overstresses the value of certain aspects, such as that 
of the trigger mechanism of cardiac pain, while other im- 
portant practical problems, like the Adams-Stokes syndrome, 
are dealt with completely inadequately with regard to mecha- 
nism and treatment. Little space is devoted to chronic cor 
pulmonale, and the author fails to mention the entity of acute 
nonspecific pericarditis, while, on the other hand, mitral sur- 
gery is described in minute technical detail. Some of his 
statements will hardly be approved by experienced cardi- 
ologists, e. g., the application of the term myocardosis, the 
statements about the relative incidence of right and left bundle 
branch block, and the views concerning the use of hypertonic 
solution of glucose for severe dyspnea. 

The typography of the book is good, the language is clear, 
and the illustrations are well selected, except for most of the 
electrocardiograms, which are poor technically and with regard 
to modern standards. This manual is recommended to the 
practitioner for orientation in the rapidly expanding field of 
cardiology and as a guide to cardiovascular diagnosis. 


Die neuzeitlichen Brustwand- und Extremitiiten- Ableitungen in der 
Praxis. Von Prof. Dr. Herbert Reindell, Oberarzt der medizinischen Uni- 
versitatsklinik Freiburg i. Br., und Dr. Helmuth Klepzig, Assistent der 
medizinischen Universitatsklinik Freiburg i. Br. Mit einem Geleitwort von 
Prof. Dr. Ludwig Heilmeyer, Direktor der medizinischen Universitatsklinik 
Freiburg i. Br. Second edition. Cloth. 24.60 marks. Pp. 188, with 70 illus- 
trations. Georg Theime, Verlag, Diemershaldenstrasse 47, (14a) Stuttgart-O; 
agents for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., N. Y. 16, 
1953. 


This German monograph on multiple chest leads and 
aV limb leads has been thoroughly revised and expanded. 
The text includes a discussion of the normal precordial elec- 
trocardiogram, its normal variations, and all important ab- 
normalities, and has been rearranged and enlarged with a 
number of new and instructive illustrations. Although only a 
few actual vectorcardiograms and schematic drawings of ab- 
normal vector loops have been added, the interpretation of 
the electrocardiogram is now largely based on vectorial con- 
cepts, in conformity with recent trends in clinical electrocardi- 
ography. Influenced by newer German work, the terminology 
has been partly changed or adapted. The authors maintain 
their concept of two types of ventricular strain, one causing 
simple delay of ventricular depolarization (“Verspaetungs- 
kurve”) and the other causing, in addition, alterations of 
repolarization (“mit Funktionsstoerung”). The necessary ampli- 
fication of illustrations has been made in this chapter but 
unfortunately has been omitted in the section on bundle 
branch system block. The printing and the quality and repro- 
duction of illustrations are excellent. More than 100 recent 
references have been added. This monograph can be recom- 
mended as an up-to-date survey of clinical electrocardiography. 








THE INTESTINAL FLORA 


To THE Epiror:—How can the bacterial flora of the intestinal 
tract be changed? Please outline a procedure for accom- 
plishing this. I know aureomycin may suppress or inhibit 
the bacterial flora and thus allow Monilia (Candida) in- 
fection to flourish. Is the intestinal bacterial flora constant? 


R. J. Martoccio, M.D., Utica, N. Y. 


ANSWER.—The intestinal flora can be changed either by 
administration of drugs or by modification of the diet. The 
former includes administration of the locally acting sulfon- 
amides, such as phthalylsulfathiazole (Sulfathalidine) or suc- 
cinylsulfathiazole (Sulfasuxidine), and antibiotics, such as 
oxytetracycline (Terramycin), chloramphenicol (Chloromy- 
cetin), and aureomycin. The latter includes the use of a 
lactovegetarian diet supplemented by lactose. Except for 
specific purposes, such as the elimination of Eberthella 
(Salmonella) typhosa and Shigella dysenteriae from the in- 
testinal tract or preoperative preparation for intestinal resec- 
tion, qualitative or quantitative changes in the intestinal flora 
by the use of drugs are of dubious value. In fact, they may 
be distinctly harmful, as is the case with the prolonged use 
of antibiotics that interfere with the bacterial synthesis of 
B complex vitamins or that favor the development of 
moniliasis. The intestinal flora is inconstant, and its composi- 
tion depends on a number of factors, such as the degree of 
gastric acidity and whether the diet is vegetarian or includes 
meat. The intestinal flora of a breast-fed infant consists largely 
of Lactobacillus bifidus. With a mixed diet, the upper small 
intestinal flora of a normal adult consists chiefly of entero- 
cocci. Farther on toward the large intestine, the flora becomes 
more complex and includes coliform organisms, staphylococci, 
and various gelatin-liquefiers. In the colon, in addition to these 
organisms, enterococci and anerobic spore bearers are found. 
These are fairly constant in man, but many other types, too 
numerous to mention, are encountered in smaller proportions. 
The diet and the number of organisms ingested largely deter- 
mine the type of intestinal flora in the healthy human. 


EXPIRATION DATES ON BIOLOGICAL PRODUCTS 

To THE Epitor:—Biological products, such as vaccines, anti- 
bodies, and the antibiotics, are labeled with expiration 
dates. What precisely do these expiration dates mean, and 
how are they determined? Can the products be used after 
the expiration date, if kept at optimum storage temperature? 
lf there is a loss of potency, can the dosage be increased 
proportionately, and, if so, what method would be used to 
determine the increase? M.D., Kentucky. 


ANSWER.—Manufacturers of biological products sold in the 
United States are obliged to comply with the requirements 
of the National Institutes of Health of the United States Public 
Health Service. The expiration dates on biological preparations 
vary with the different biologicals, and their purpose is to 
indicate the date beyond which the contents cannot be ex- 
pected beyond reasonable doubt to yield their specific results. 
The expiration dates are established by the National Institutes 
of Health on the basis of experimental investigations and 
practical experience. More detailed information may be found 
in “Dating Decision Number 10,” issued May 15, 1947, by 
the United States Public Health Service, which contains “The 
Dating Periods Recommended for Those Biological Products 
Specified in the Biologics Section of the Public Health Service 
Act of July 1, 1944.” This pamphlet, known as Miscellaneous 
Publication No. 38, is obtainable from the Superintendent of 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 
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Documents, United States Government Printing Office, Wash- 
ington 25, D. C., for 5 cents. The expiration dates of anti- 
biotics are determined in compliance with the regulations of 
the United States Food and Drug Administration. They vary 
with the different antibiotics and with different dosage forms 
of the same antibiotic and are intended to signify the date 
beyond which the product should not be used. With antibiotics, 
as with biological preparations, it is important that the recom- 
mended storage conditions be observed. Some degree of potency 
is probably retained in ali such products even after the ex- 
piration date, provided they have been stored in accordance 
with recommended requirements, and although the use of such 
out-dated products may be necessary in emergencies, it is ad- 
visable wherever possible to employ preparations bearing ex- 
piration dates that have not been passed. 


ALLERGY AND SINUSITIS 


To THE Epitor:—During the winter acute sinusitis develops 
in a patient, which at times is followed by formation of nasal 
polyps, which subside after several weeks of symptomati: 
treatment. Intradermal tests for allergy to dust, feathers, 
and a variety of foods gave positive results. Results of tests 
for allergy to pollens and other inhalants were negative. 
1. Is it necessary to eliminate these allergens if, on exposure 
to them, no clinical symptoms are produced? 2. Is de- 
sensitization with dust and feather extracts of value in 
preventing the nasal symptoms? 3. For how long should such 
injections be given? 4. What relation have foods causing 
positive reactions in intradermal tests to clinical sensitivity? 
5. Are antihistamines of value in treatment of allergic sinu- 
sitis? Which one is recommended for use by ambulatory 
patients? M.D., New York. 


ANSWER.—1. Since the patient had positive intradermal test 
reactions to house dust and feathers, exposure to these should 
be prevented as much as possible. The use of rubber pillows 
and rubber mattresses or dust-proof mattress covers should 
be urged. The bedroom should be as dust-free as possible, and 
no rugs or draperies should be permitted in the room. House- 
hold pets should be removed. The living room should be kept 
“spic and span,” and any loose pillows that may contain 
feathers or kapok should be removed. Use of a good vacuum 
cleaner is essential. 2. Hyposensitization to feathers and dust 
extracts is of value in preventing or lessening nasal symptoms. 
3. The injections should be given as long as the patient has 
symptoms. At the start, it is customary to give the injections 
twice a week, later once a week, and then once every two 
weeks. If the symptoms disappear for at least a month, the 
injection therapy should be discontinued, but it should be 
resumed if symptoms return. 4. In recent years, it has become 
evident that intradermal tests with food extracts are not nearly 
so reliable as similar tests with inhalant materials, e. g., dog 
hair or house dust. Some allergists have gone as far as to stop 
performing food intradermal tests, but it is probably better 
to continue carrying out these tests with important foods. 
Certain food extracts, such as those made from spices, cause 
many positive reactions; these tests should be avoided. Positive 
results in tests for the important foods should be followed up 
clinically, i. e., every food that produces a reasonably strong 
reaction should be removed from the diet for a week or two. 
These foods should then be given separately in large quan- 
tities at weekly intervals, when the patient is feeling good, to 
determine whether symptoms will result. If the result of such 
a Clinical test is negative, the food can be eaten; if positive, its 
use should be avoided. 5. Antihistaminics are probably as 
valuable in allergic sinusitis as they are in allergic rhinitis, 
since the lining of the nasal membrane is continuous with that 
in the nasal sinuses. There are many available antihistaminics 
on the market. Those that have a strong sedative action should 
not be used during the day, but they are useful at night, be- 
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cause they help the patient obtain a good sleep. Those that 
have milder sedative action, e. g., thonzylamine (Neohetramine), 
are recommended for daytime use; their use is especially im- 
portant in patients who drive cars or who work in dangerous 
occupations in which drowsiness might be a factor in causing 
an accident. 


SUDDEN DEATH 


fo THE Epiror:—During the past six months I have had three 
elderly patients who died suddenly in the hospital. Two were 
recuperating from influenzal pneumonia, and the other had 
had episodes of bronchial asthma for years. The two with 
influenza had irregular heart beats when they were admitted, 
and their families were cautioned about the possibility of 
sudden death. The asthmatic patient had ectopic beats and 
had been treated for “heart trouble” for years. To my knowl- 
edge, none of these patients had ever had angina pectoris 
or a coronary occlusion. All three died in less than a 
minute. One did not even move, and his neighbor in the next 
bed did not know that he had died. What should be reported 
as the cause of death in these three patients? 


M.D., North Carolina. 


ANSWER.—Whenever a patient dies suddenly and unexpect- 
edly, the cause of death is a matter of speculation if no 
autopsy is done. All of these patients had circulatory disease, 
so it may be assumed that death was produced by some cir- 
culatory accident. The commonest type in the older age group 
is coronary occlusion with myocardial infarction. If the onset 
of ventricular fibrillation is immediate, death occurs almost 
instantaneously. This has been found to be the cause of death 
in many instances in which persons have died while asleep. 
In addition to this, it may be assumed that the patients with 
irregular rhythm had auricular fibrillation. The discharge of a 
thrombus from the fibrillating auricle could produce a coronary 
embolism or a pulmonary embolism, with immediately fatal 
outcome. In this age group, the occurrence of massive cerebral 
hemorrhage is a possibility. Rupture of an aortic aneurysm, 
either thoracic or abdominal, should be considered. A dissect- 
ing aneurysm that perforates into the pericardial sac and 
produces cardiac tamponade may cause sudden death. The lack 
of a history of these conditions does not preclude any of them 
as possible causes. Indeed, thrombi are known to form more 
readily during episodes of acute infection and periods of rest 
in bed. 


NASAL IRRITATION IN A BAKER 

To THE Epiror:—A 28-year-old man, a baker, has for two 
years noticed almost constant burning and irritation of the 
nasal mucous membranes, with occasional bleeding. It is 
his opinion and mine that the flour is an irritant to these 
membranes. When he is away from work, the nasal symp- 
toms improve. He has had no previous allergies, and skin 
tests for wheat give negative results. There is no itching, 
coryza, or sneezing. The patient has been advised to use 
a respirator. 1 have considered use of a silicone spray but 
do not know if such a preparation exists. Please advise 
proper treatment. M.D., Wisconsin. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—If the flour is a direct irritant and the patient’s 
nose is normal, it would be expected that his fellow workers 
would also be affected. If this is not the case, some local 
“weakness” or susceptibility of his nasal mucosa, such as 
may depend on a chronic infection or a deformity from a 
deviated septum, should be considered. Allergy dependent on 
antibodies to wheat localized in the nasal mucosa is possible, 
even though skin tests continue to give negative results. Appli- 
cation of a drop of extract of whole wheat in a strength of 
about 0.01 mg. of nitrogen per milliliter to the lower turbinate 
on one side, with application of another drop in a strength 
of 0.1 mg. of nitrogen per milliliter if no reaction is ob- 
served within 20 minutes, may give useful information. If 
the extract is potent and produces positive skin reactions in 
known wheat-sensitive persons and if it fails to cause a re- 
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action in this patient, allergy could be ruled out. The absence 
of sneezing, a discharge, and itching argues against allergy. 
Local treatments are not advisable for, although they may 
help at first, they may act as irritants later and cause addi- 
tional harm. To prevent contact by use of a mask is the safest 
and best procedure. If allergy can be proved, specific desensi- 
tization by injections of wheat extract may be worth trying, 
but the results cannot be guaranteed. The man may have to 
change his job. 


ANSWER.—Mechanical irritation from flour incrustation on 
nasal mucous membrane is a recognized disorder. Some flours 
contain bleaches or trace additives as improvers, calcium acid 
phosphate being an example of the latter. Some of these 
ancillary agents are irritants. At this time, silicone sprays for 
the nasal passages cannot be recommended, although silicone 
protective creams applied to the skin may possess some virtues. 
These silicones are only slightly soluble, so that any spray 
may contain solvents that would be distinctly irritating to 
mucous membranes; the possible solvents include benzene, 
carbon tetrachloride, acetone, and ethyl ether. Coatings of 
silicone on tissues are persistent, although chemical solvents 
make removal easy. While no respirator will fully protect a 
worker sensitized to flour, exposure will be distinctly lessened. 
The wearing of respirators that protect against toxic dust may 
be onerous, but in this instance the use of any respirator 
approved by the United States Bureau of Mines for protection 
against nuisance dust will aid greatly in diminishing exposure. 
Allergy to flour among bakers, while known, is a rarity. Due 
consideration should be given to the possibility of other causes. 


TETANUS 


To THE Epitor:—How effective is tetanus toxoid in prevent- 
ing tetanus when administered soon after injury? I have 
heard that active immunization proceeds rapidly enough to 
obviate the need for passive immunization with tetanus 
antitoxin. If so, how early should tetanus toxoid be given? 


W. D. Chipman, M.D., Los Angeles. 


ANSWER.—If the possibility of tetanus infection is present 
after an injury, the administration of tetanus antitoxin is al- 
ways indicated for a person who is not immune. Under such 
circumstances, tetanus toxoid should never be considered a 
substitute for tetanus antitoxin. Even in the case of a person 
who is known to have been actively immunized and for whom 
a “booster” dose of tetanus toxoid would seem to be the only 
requirement for protection, tetanus antitoxin is sometimes 
administered also, if the wound is of a serious nature or if 
there has been delay in prophylactic treatment. 


VARIED HYPERTENSION WITH ARTERIOSCLEROSIS 


To THE Epitor:—A 63-year-old white man was examined 
routinely for pensioning purposes. His only complaint was 
a chronic cough. Examination revealed grade 2 retinopathy, 
some crackling rales at the lung apex posteriorly and 
anteriorly, a vital capacity of 73%, and a grade 2 systolic 
murmur in the aortic area. The blood pressure was 160/70 
mm. Hg in the right arm, 90/70 mm. Hg in the left arm, 
234/90 mm. Hg in the right leg, and 155/90 mm. Hg in 
the left leg. The oscillometric index was 8 in the right arm, 
2 in the left arm, 8 in the right leg, and 31% in the left leg. 
The spleen was questionably palpable. A grade 3 bruit and 
thrill in the left groin overlying the femoral artery were 
noted, and a Babinski sign was elicited in the left foot. 
Roentgenograms of the skull showed no abnormalities, and 
chest roentgenograms showed minimal tuberculosis and a 
heart normal in shape, size, and position. Results of all 
laboratory studies were within normal limits. The sputum 
was negative for acid-fast organisms. I would appreciate an 
explanation of this patient’s bizarre hypertension. 


Louis Cohen, M.D., Topeka, Kan. 


ANSWER.—While it is not probable that an exact diagnosis 
will be made, it seems possible that the problem is basically 
one of generalized arteriosclerosis. This is suggested by the 
presence of grade 2 retinopathy, a systolic murmur, a positive 
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Babinski sign, and a wide pulse pressure. The presence of 
arteriosclerotic obstruction on the left side is possible though it 
would be unusual. The bruit and thrill in the left groin suggest 
the presence of a dissecting aneurysm. 


DESENSITIZING INJECTIONS 


To THE Epitor:—/s it safe to permit desensitization injections, 
for ragweed, dust, and bacteria, for example, to be given 
by a nurse or technician in the absence of a physician? 1 
refer to the practice of giving the -patient a vial of antigen 
and a schedule of doses so that he can receive the injections 
in the first aid or medical department of his place of 
work. If permissible, what precautions should be taken to 
minimize the possibility of reactions? To what extent is the 
company maintaining the first aid facilities liable in the 
event of a serious reaction? M.D., New York. 


ANSWER.—The question of safety in administration of de- 
sensitizing injections is a relative one. Serious reactions are 
at a minimum when the injections are given by competent 
allergists, but still they may occur in the hands of the most 
experienced. Desensitization procedures in the hands of non- 
specialists are bound to yield a greater incidence of reactions. 
When given by a nurse who has no supervision, the possibility 
of the occurrence of reactions is even greater, although if the 
nurse is intelligent and experienced the danger may not be 
great. The major problem in allowing a nurse to give injections 
in the absence of a physician concerns the treatment of re- 
actions, should they occur. Written instructions for the pre- 
vention and treatment of reactions should be furnished with 
the antigen and should include warning about the interpreta- 
tion of the results of the preceding treatment, the gaging of 
the dose, and the avoidance of intravascular injections. Anti- 
histamines or ephedrine may be used for mild symptoms and 
epinephrine for severer symptoms. Aminophylline may be 
needed. In instances of very severe reactions oxygen adminis- 
tration may be desirable. Obviously, it is in the treatment of 
serious reactions that the nurse alone may not be adequate. 
The question of liability undoubtedly is different in each state. 
It is suggested that the inquirer seek information on this point 
from medical insurance companies or from legal sources. 


DIATHERMY CONTRAINDICATED 

OVER OR NEAR BONE PLATES 

To THE Epitror:—!/ often see patients who previously have had 
a fracture in which a bone plate and screws of stainless 
steel or Vitallium (a cobalt, chromium, and molybdenum 
alloy) were used for fixation of bone and had been left 
behind. Is it safe to give diathermy treatments to a knee, 
for example, if a stainless steel plate and screws are present 
in the femur 2 or 3 in. above the knee joint? Does a focus 
of increased heat develop at the site of the bone plate when 
heat is applied by diathermy to the surface of the skin 
directly over or near the bone plate? M.D., Connecticut. 


ANSWER.—There is a potential danger, both actually and 
theoretically, that makes it inadvisable to use diathermy to heat 
areas of the human body that contain metallic implants. In 
many instances no damage has occurred; however, it is gen- 
erally felt that, in any condition in which metallic implants 
are present in or near the area to be treated, use of medical 
diathermy of any type is contraindicated. This is true also in 
instances in which metallic sutures or foreign bodies, such as 
bullets or shrapnel, are present. 


SPEECH DISTURBANCE 
To THE Epitor:—Does inhibition of normal speech expression 
ever have an allergic basis? 
Walter A. Landry, M.D., Chester, Pa. 


ANSWER.—Except for the temporary aphonia that may result 
from involvement of the vocal cords in allergy of the larynx, 
disturbance of speech is not one of the manifestations of 
allergy 


J.A.M.A., Aug. 22, 1953 


CANCER AND INTESTINAL PARASITES 


To THE Epitror:—Is cancer of the bowel often or ever com. 
plicated by parasitic infections of the intestines? 
Henry Folb, M.D., Trenton, Texas. 


ANSWER.—Any association of parasitic infection of the 
intestines and cancer of the bowel is more than likely co- 
incidental. Some parasites, such as Endamoeba histolytica, may 
produce an inflammatory lesion of the colon associated with 
the development of polyps, which may eventually become 
malignant. In general, however, intestinal parasites are un- 
important as a causative factor in colonic cancer. Some reports 
in the literature have titles that would suggest a causative 
relationship, i. e., “Malignant Potentialities. in the Chronic 
Intestinal Lesion Produced by Amoeba Histolytica” (Gac, 
méd., Guayaquil 7:33, 1952). There is, however, no suggestion 
of proof that the two are related, and no supporting data js 
given. A pathologist who had experience in the Philippines 
wich the Philippine scouts reports that he did not see a single 
case of colonic cancer, although intestinal parasitic infection 
was common. A Greek pathologist stated that in Greece 
autopsy was done on many persons who had ‘had intestinal 
parasitic diseases, but no increase in the incidence of bowel 
cancer was noted. There is a possible relation between schisto- 
somiasis and cancer; there seems reason to believe that the 
mechanical and toxic irritations of the ova predispose to cancer 
of the urinary bladder. 


ANESTHESIA FOR CIRCUMCISION 
To THE Epitor:—/n Queries and Minor Notes in Tue 
JouRNAL May 16, 1953, page 294, in answer to a question 
about anesthesia for circumcision, it is stated that it is 
necessary to avoid injection into the corpus cavernosum. 
This is a quotation from Lundy’s “Clinical Anesthesia” 
(Philadelphia, W. B. Saunders Company, 1942, p. 121), and 
it is not correct. The best type of anesthesia for circum- 
cision is produced by the injection of 10 cc. of 2% procaine 
into each corpus cavernosum laterally just below the 
symphysis pubis. 1 have used this method for 10 years and 
have never observed any ill effects. 1 refer you to an article 
by Magid and Culp entitled “Ideal Penile Anesthesia Ob- 
tained by Injection of Corpora Cavernosa” (J. Urol. 50:508 
[Oct.] 1943). Edward Palmer, M.D. 
6639 Stanley Ave. 
Berwyn, Ill. 


NO TESTES IN SCROTUM 

To THE Epiror:—Regarding the query “No Testes in Scrotum” 
in THE JouRNAL May 23, 1953, page 375, 1 wish to direct 
attention to an article by Dr. E. T. Engle (Endocrinology 
16:506, 1932), in which he states, “In the prepubertal intact 
monkey chorionic gonadotrophin induces tubular growth, 
descent of testes and an increase in the number of interstitial 
cells.” Cramer (Endocrinology 21:230, 1937) and Dorff (J. 
Pediat. 8:704, 1936; J. A. M. A. 110:/799 [May 28] 1938) 
pointed out that chorionic gonadotropin has been shown to be 
of definite value in the treatment of cryptorchidism when 
descent of the testes is not impeded by an anatomic ob- 
struction. Dorff notes also in the same article in the Journal 
of Pediatrics that chorionic gonadotropin will produce in 
some patients not only descent of the testes but also enlarge- 
ment of the penis. In a survey of the literature, Thompson 
and Heckel (J. A. M. A. 112:397 [Feb. 4] 1939) estimated 
that the rate of successful response to chorionic gonado- 
tropin therapy was 61%. In the limited number of patients 
that I have treated with this drug the results have been good. 
Exceptionally good results were obtained in a 32-year-old 
man who was refused admission to the military service 
because of small, undescended testes and a minute penis. 
With chorionic gonadotropin treatment, his sexual charac- 
teristics became normal to the extent that he was accepted 
by one of the services. Boris S. Herman, M.D. 

450 Sutter St., San Francisco. 





